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Preface 


S. Sloan Colt 
President, National Fund for Medical Education 


NE OF THE principal objectives of the National Fund for Medical Edu- 
O cation is to encourage the development and advancement of con- 
tinually improving standards of medical education with a view to strengthen- 
ing the nation’s ability to survive. 


In carrying out this goal, the Fund has held a series of 
meetings throughout the country with leading medical 
educators, physicians in industry and the heads of im- 
portant corporations. At one such meeting in February 
1955, Dr. Ward Darley, president of the University of 
Colorado, proposed that a conference be held to explore 
thoroughly the whole problem of training doctors for an 
industrial society. 


Dr. Darley’s suggestion aroused wide interest. In con- 

sequence, the National Fund for Medical Education assembled a group of 
leading industrial physicians and medical educators who formed a planning 
committee. Consultations were held with the Health Committees of the Iron 
and Steel Institute, the American Petroleum Institute and with the Manu 
facturing Chemists Association, as well as with individual members of the 
Automobile Manufacturing Association, all of whom heartily approved Dr. 
Darley’s suggestion. 


The United States Steel Foundation generously offered to finance the con. 
ference and the publication of this report. The Mellon Institute graciously 
made its facilities available for the conference and materially assisted in 
arranging the program. The conference was held in Pittsburgh on December 
6, 7 and 8, 1955. 


From the standpoint of industry the conference was eminently successful. 
It gave corporation spokesmen an opportunity to discuss with medical edu- 
cators some of the major health problems of industrial plants and surround. 
ing communities. It also gave them an opportunity to learn something more 
of the potential of industrial medicine and something of the opportunities 
open to industry for the promotion of health services. 
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There was general agreement on one important point of special concern 
to industry: that industrial medicine is not limited to the place of work. 
Its influence spreads far beyond plant gates, out into the homes and neigh- 
borhoods where workers live. Health protection for the worker and his 
family requires not only good in-plant health programs, but good public 
health, preventive medicine and individual health education as well. And 
these can best be promoted through cooperation on the part of management, 
organized labor, the medical profession and public health authorities. 


If these groups are to work together effectively, however, they must under- 
stand each other's problems. Doctors and health officers will need to know 
the conditions under which people work and live in an industrial environ- 
ment. Corporation executives will want to know how the services offered 
by the modern plant fit into the over-all health picture. 


Management, for its part, is showing a willingness to accept increasing 
responsibility for the promotion of the health resources of the nation. It is 
joining with labor and other organizations in the sponsoring of health in- 
surance and medical care programs. It is contributing more than $400 
million annually to health, welfare and education—of which probably one- 
fourth goes to hospitals and voluntary health causes. It is footing at least 
one-third of the nation’s $200 million medical! research bill, and through the 
National Fund it is contributing increasingly to the support of medical 
education. 


From the medical profession, on the other hand, it seems reasonable to 
expect two things: (1) the continued development of the technical skills 
necessary to translate new medical knowledge into health benefits and, (2) 
mounting leadership in national and community efforts to promote a 
healthy physical and social environment. The first is already being provided 
in abundance by our medical schools. There never was a time when doctors 
were so skilled, when they had so many scientific aids and could accomplish 
such miracles of healing and health building. The second, as was pointed 
out at Pittsburgh, will depend in part on the degree to which medical 
educators are able to instill in the medical student a firm realization of his 
responsibilities for leadership in our industrial society. 


One of the prerequisites to cooperation, of course, is the ability to com- 
municate. If industry and the medical profession are to work more closely 
together, constant exchanges of views are essential. Needless to say, the 
Fund will continue to do what it can to encourage such exchanges. 


We in this country are justly proud of our progress in the medical sciences. 
We are proud of our achievements in bringing the benefits of medical 
knowledge to progressively larger segments of our population. The Fund 
is confident that, as industry and the medical profession get to know each 
other’s problems more intimately, even greater headway can be made— 
especially in industrial areas—and we can continue to look forward to 
steadily advancing health and living standards for all Americans. 
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Introduction 


Robert A. Kehoe, M.D. 


HE FOLLOWING PROCEEDINGS of a conference of medical educators and 
"Tete physicians, arranged by the National Fund for Medical Edu- 
cation, and held in Pittsburgh, Pa., on December 6, 7 and 8, 1955, should be 
of interest to many more persons than those who participated in the con- 
ference. The problems considered are of more than casual importance to 
all who are responsible in any manner for the health of the people who 
bear the burden of modern industrial production and distribution. The dis- 
cussions impinge directly upon the interests and efforts of all educators in 
the field of human health, upon all industrial physicians, and to a lesser 
extent, upon all other physicians, since they were concerned mainly with 
the need and the means of adapting the practice of medicine to the demands 
of our complex industrial society, insofar as this might be achieved by 
appropriate methods of medical education. 

The very nature of the discussions necessitated the limitation of the par- 
ticipants to a small group, and there is little doubt that certain voids in 
the information furnished by this record of the proceedings might have 
been filled by other participants whose wisdom and experience were not 
available. For this reason and for others that will be evident to all who 
have given serious thought to the medical problems of the times, it would 
be well if the product of the conference were to be regarded as only the 
beginning of an examination of the place and scope of occupational medi- 
cine in the general scheme of medical education, and as a stimulus to further 
thought and to other solutions than those envisioned. 


The mechanism of the conference was that of bringing together a group 
of about 30 medical educators——responsible representatives of the Associa- 
tion of American Medical Colleges, the deans of certain medical schools, 
certain professors of medicine, surgery, preventive medicine and industrial 
medicine—and an approximately equivalent number of practicing physicians 
—medical directors and members of the medical staffs of more than a score 
of industrial organizations. The composite group of conferees was divided 
into four panels, and three periods of several hours each were allotted for 
the deliberations and discussions of the panel groups, these having been 
kept small, so as to provide opportunity for direct and free exchanges of 
ideas among the individual members. The panel sessions were preceded 
by a series of talks by persons selected to challenge the efforts of the panel- 
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ists, by setting forth some of the outstanding needs of industry and the most 
significant shortcomings of medical knowledge and practice in relation to 
such needs. They were followed by broad expressions of the viewpoints of 
leaders of industrial management and medical education in a terminal open 
meeting. 

The frank objective of the conference was to enable the physicians in the 
two categories—educators and industrial physicians—to discuss their separate 
problems together, and on the basis of mutual understanding, to examine 
means whereby the training of physicians in the principles and techniques 
of occupational medicine can be provided effectively and with appropriate 
scope in the undergraduate (regular instruction toward the medical de- 
gree), graduate (training of specialists), and postgraduate (special periodic 
and short-term indoctrination of practitioners of medicine) phases of pro- 
fessional training. 


The extent to which the conference attained its primary goal must be 
judged by each reader of these proceedings for himself. Food for serious 
thought will be found in the talks that preceded the panel discussions. It 
seems likely that in these, and in the reports of the panel discussions, 
glimpses will be caught of many difficulties that present themselves to a 
society which has rushed headlong into new ways and conditions of work- 
ing, thinking and feeling—in short, into the hitherto unexplored and 
complex way of individual and collective life that characterizes the modern 
industrial community. Certainly, some of these difficulties, that are of direct 
concern to physicians and medical educators, will be evident, as will, also, 
the somewhat surprising degree of unanimity on the part of the conferces 
in the appraisal of these difficulties and in the approach to their solutions. 
The extent of this working agreement may be expected to multiply the 
educational efforts in occupational medicine which are now being made in 
only a few centers of professional training. 


Something should be said of the climate of good will and the spirit of 
honest inquiry which characterized the entire conference. These qualities 
of the meeting offer greater promise for the future than any other results 
that might have appeared. Exchanges of information and of opinion were 
frank and often vigorous, and they were actually exchanges and inter- 
changes. As these were summarized in the reports of the several panels, they 
were not submerged in the generalizations and platitudes of innocuous 
compromise, Rather they became acceptable but varied bases for action, 
albeit types of action subject to critical appraisal at all stages, and con- 
ditioned, for their growth and development, upon the availability of 
facilities and opportunities for practical experience. The scheduled end of 
the conference came as a release from an arduous task, but it brought to 
many of the participants a sense of satisfaction which was the more re- 
markable because it had not been expected. Much had been learned and 
the way had been paved, in both of the primary groups, for learning more 
and for working toward a goal, which if not on strictly common ground, 
could become such, if an equivalent attitude of give and take were to pre- 
vail beyond the stage of discussion into that of action. 
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The ultimate results of this conference will depend in part upon the 
spread of its ideas by means of the record and by word of mouth. A goodly 
number of industrial physicians will have acquired, and many, one hopes, 
will transmit to their lay industrial associates an increased respect for 
medical education and medical educators, and a better knowledge of the 
means by which evolutionary changes in a time-tested educational regime 
can be made. On the other side, a representative group of medical educators 
has learned that the current shortcomings of professional training, with 
particular reference to its failure to recognize and to act upon the needs 
of this industrial nation, are not figments of the imagination or products 
of the capricious experience of their medical colleagues in industry, but 
rather that they are threats to the physical and mental security of our 
people. These facts, on both sides of the situation, need to be spread 
throughout the entire industrial and medical community. 


To a much larger extent, the beneficial results of the conference will 
depend upon the translation of idea into action, with both industrial and 
educational circles. The facilities for the education of physicians for in- 
dustry are grossly inadequate, in terms of either professional personnel or 
material equipment, for any of the necessary functions of research, basic 
instruction and clinical training. It is not possible to create these facilities, 
with the best of purpose and planning, without the financial backing of 
industry and the assistance of its professional personnel. On the other hand, 
responsible leaders in the field of medical education may properly be ex- 
pected to take the initial steps required to demonstrate their awareness of 
their social responsibilities and their competence to make effective use of 
the facilities, instruments and disciplines, in this field of education and 
practice. 


The stage has been set for joint understanding of the problems and for 
joint attack upon them. The issue now is the personal acceptance of the 
duty of going beyond the generalities of understanding into the details, 
and then of instituting appropriate action. That this can be done is clear. 
That it will be done is a matter of hope, and of faith justified by the spirit 
of the conference. 
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Address of Welcome 


Dr. Edward R. Weidlein 
President, The Mellon Institute for Industrial Research 


T 1s MY great pleasure to welcome all of you to Mellon Institute for this 
Conference on the Education of Physicians for Industry. We here at 
the Institute are happy to have a part in bringing together such a dis- 
tinguished group of medical educators and industrial physicians to discuss 
the future of industrial medical education in this country. In the face of 
the constantly growing industrial activity, the problem of maintaining the 
health of the worker and his fellow citizens is a crucial one today. 
Occupational medicine, as you all know, is now recognized as a special 
field of medicine, and certification of physicians for this professional spe- 
cialty by the American Board of Preventive Medicine began this year. The 
growing attention to health maintenance in industry has been reflected in 
the improved health status of the nation. 


Mellon Institute since its organization has been deeply interested in 
furthering medical education, as well as graduate studies in the other pro- 
fessional fields. Members of the Institute are encouraged to continue their 
studies, and special arrangements have been made with the University of 
Pittsburgh for those who wish to work toward graduate degrees. We are 
proud of the fact that, to date, 115 of our people have obtained doctors’ 
degrees while working on fellowships here at Mellon Institute, and 110 
others have earned their masters’ degrees. I might add that 17 former Fel- 
lows of Mellon Institute are presidents of corporations today, big corpora- 
tions; 29 are vice presidents, and 229 hold important executive positions in 
industry, trained here in Mellon Institute through their research work and 
better understanding of the problems that relate to human needs. 

Mellon Institute cooperates with the University of Pittsburgh by provid- 
ing lecturers for scientific courses from the Institute staff, particularly for 
the school of medicine and the graduate school of public health. Senior 
members of Industrial Hygiene Foundation’s staff lecture in the department 
of occupational medicine. 

Industrial Hygiene Foundation several years ago placed a scholarship 
student in the graduate school of public health at the University of Pitts- 
burgh, and the recipient has been granted a doctor's degree from the school 
this year. 


The Foundation has also been instrumental on several occasions in having 


% ——& 
‘ 
a 


industry set up scholarships in graduate medicine for special students. A 
number of graduate students have also received training and indoctrination 
in environmental health techniques in our laboratories. 


As you know, Mellon Institute’s founders had a keen interest in activities 
of human welfare. In 1914, R. B. Mellon established the Mellon Fellowship 
in Cardiology, and Dr. Andrew P. D’Zmura was chosen to go to London 
to aid in the construction of the first electrocardiograph. The following year 
the cardiograph was brought to St. Francis Hospital, where Dr. D’Zmura 
is an associate in medicine. The fellowship was subsequently transferred to 
Magee Hospital, where it continued until 1940. Formalized residency train- 
ing became the practice, and the fellowship was no longer needed for this 
purpose. 

With such a background, Mellon Institute has a special interest in the 
subject of this conference, and we are happy to be your host. We are equally 
pleased that the city of Pittsburgh was chosen for this conference. Pittsburgh 
has been a highly industrialized city since the middle of the 19th century, 
and has been the steel, coal and glass center of the world for many years. 
Tremendous progress has been made here in developing and expanding 
key industries within the area. The second largest chemical industry in the 
country had its start through fundamental research right here in Mellon 
Institute. 


Pittsburgh is also a growing medical center, with the University of Pitts- 
burgh’s School of Medicine as a nucleus. This school has the oldest con- 
tinuous curriculum of undergraduate education in industrial medicine. 


I am certain that the seminars and the panel discussions which will take 
place at this conference will have far-reaching effects in assuring that in- 
dustrial medical education will not be neglected, and that even greater 
strides will be made in this country toward better health maintenance for 
both the industrial and general population. 
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Responsibilities of Society for 
Health in Our Industrial World 


Norvin C. Kiefer, M. D., M. P. H. 
Chief Medical Director, Equitable Life Assurance Society of the United States 


URING THE 20th century, most physicians have been so preoccupied 
D with glittering scientific developments, and with acquiring knowledge 
of them for the benefit of their patients, that they failed to give adequate 
attention to the socio-economic changes that were occurring at the same 
time in the world in which they followed their professional pursuits. Philo- 
sophically, the practice of medicine continued pretty much as usual. Such 
changes as did occur were largely the result of medical advances and general 
technological improvements. 

During the first part of the century, the increasing momentum of social 
and economic reforms, particularly among our industrial workers, was 
recognized and approved by many physicians. But few of them thought of 
these changes as things that would have a profound effect on their own 
professional careers. 

The first shock to this sort of complacency came with the great financial 
depression of the thirties. Such terms as “compulsory national health in- 
surance” and “socialized medicine” began to plague physicians in mounting 
crescendo, We reacted belatedly and violently—and found, to our dismay, 
a considerable lack of sympathy with our viewpoint on the part of a sub- 
stantial portion of the American public, many of whom called us “reaction- 
aries.” 

That depression brought out a nationwide demand for strengthening of 
something man has always striven for: security. In a maturing democracy, 
a population deprived of economic security was in the mood to institute 
reforms and new programs aimed at increased security—economic, social 
and other. 

One of the greatest demands was for increased personal security against 
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the costs of illness, whether these costs be measured in loss of income 
through disability, in expenses incident to medical, hospital or related 
care, or in cessation of family income because of death of the wage-earner. 

The depression ended and has been followed by a great era of prosperity. 
An enormously expanded “middle class” is earning all-time high incomes. 
But the demand for security has not diminished in the least. The cost of 
living also has gone to an all-time high, so that as much as ever most 
people feel the need for financial protection against income loss due to 
illness, or death, and they know that the cost of paying for care during 
illness has reached frightening dimensions. 

It is estimated that about 105 million people in the United States are 
now insured, to varying extent, through voluntary insurance, against the 
costs of medical care, hospitalization and similar expenses. The total dis- 
bursements from all of these insurance plans—of insurance companies, Blue 
Cross—Blue Shield type of organizations, and independent groups—will total 
about $3 billion in 1955. A very substantial portion of the 1955 income of 
American physicians and other health workers, and of the payments to 
hospitals, has come directly or indirectly from these sources. I cannot tell 
you exactly what part of these insurance holdings and disbursements repre- 
sent industrial group insurance plans but it is safe to say at least three- 
fourths of them do. In 1954, reports compiled by the National Industrial 
Conference Board from 500 large companies indicated that over 98 percent 
of them provided some form of hospital insurance to their employees. 

Industrial America is coming to accept on an ever-widening scale the 
idea that the health of employees is a basic asset, that there is a direct 
relationship between health and efficiency. And, having recognized the 
value of employees’ health, American industry—and by this | mean both 
management and labor—is engaging in active programs to conserve or 
restore health. 

Undoubtedly there will be a considerable exchange of detailed informa- 
tion about these programs during this meeting. I want to spend a few 
minutes in reviewing some of the major developments with relationship to 
their trends and significance to general public health in our modern in- 
dustrial society: 

1. Pre-employment medical examinations: It is a new phase—pre-place- 
ment examinations—to which I wish to direct your attention. The trend 
today is toward the employment—within reasonable limits-—of many handi- 
capped people. The purpose of the pre-placement medical examination is 
to appraise the job applicant’s health impairments, whether major or slight, 
in the light of the demands of available jobs. Thus the medical department 
helps the company to avoid placing the new worker in a job which he 
should never attempt, but may be able to classify him, according to his 
health status, as entirely capable of carrying on another job, effectively and 
without detriment to himself. Preventive medicine is thereby utilized, from 
the beginning of employment, to protect both employer and employee and, 
at the same time, to salvage many valuable workers. 

2. Provision of emergency medical care: The convenience and availability 
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of these services in the industrial medical department encourages employees 
to use them liberally. Here is a highly effective form of health education 
which encourages early attention to even minor ailments. The private 
physician benefits because the employees with significant illness who are 
referred to him for continuation of medical care frequently are seen earlier, 
on advice of the industrial medical department. 


Even more important, perhaps, are the good habits with respect to medical 
care which thus may be stimulated, not only in the employee but also in his 
family, and in a large number of employees and their families, and thus 
in the community. 

3. Assurance of healthful general working conditions: Here is public 
health in action in a specific population. Potentially the results can serve 
as a model for the community, and they can be carefully observed, and then 
reported for the benefit of others. Here is a real opportunity for industrial 
physicians to put the results of their activities to work for the benefit of 
the entire community—and to communicate their results to medical edu- 
cators for their use in teaching. 


4. Control of specific industrial hazards: Here the record of industrial 
medicine is superb. With the help of the toxicologist, chemist, engineer and 
others, industrial physicians have brought one after another of formerly 
serious occupational health hazards under absolute control. A personal 
experience well illustrates the prestige that such programs have gained in 
industry. Recently, in the Equitable Life Assurance Society we reconsidered 
a rather long-standing occupational rating which we had placed on insur- 
ance applicants who were employees of a large industry which deals with 
a toxic substance, We removed the rating. Our decision was based solely 
on an excellent, comprehensive report, which showed complete control of 
the hazard throughout the industry concerned. The report was made by 
one man. We accepted it because of our knowledge of his competence and 
our confidence in his integrity. To me, this was a tribute to the value of 
competent practice of industrial medicine and to the ability of the par- 
ticular physician in this case—and it happened to be your chairman today. 

5. Provision of periodic health examinations and health counseling: This 
is perhaps the most significant activity of all. Potentially these activities can 
develop into the greatest individual preventive medicine service in Ameri- 
can medical history. In the future, literally millions of American industrial 
employees will be provided such services. Eventually, the beneficial effects 
on their health should be amply demonstrated—otherwise we are deluding 
ourselves about the value of these fundamental preventive medicine acti- 
vities. Because of centralized administration of this medical program in 
each industrial corporation, the information which could, in time, be 
recorded and analyzed, in a carefully studied population group, would be 
of incalculable value to preventive medicine and public health in general. 

The impact of expanded industrial health programs must be measured, 
not just in terms of the employees’ health, but by their effects on entire 
communities. At a meeting sponsored by the National Fund for Medical 
Education earlier this year, Robert E. Wilson, chairman of the board of 
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the Standard Oil Company of Indiana, made the following significant 
statement: 

“Corporations are today social institutions exerting a wide influence 
beyond the plant gates in the areas where they operate—and the community 
attitude in turn affects the corporation. On this premise, management surely 
has a responsibility toward the entire community. Our corporate well-being 
is directly related to the quality of the schools in our plant community, to 
the efficiency of police and fire protection, to the good operation of the 
health department, and to the medical and hospital care available.”’* 

Unfortunately, many physicians, preoccupied as they are with care of their 
patients and keeping up with constant scientific medical advances, have not 
recognized or understood the extent and significance of the social changes 
in which they are engulfed, in both their professional and personal lives. 
Far too often, their knowledge of medical programs for industrial workers, 
for example, is concentrated largely on the annoying by-products, such as 
the increase in reports and other paper work. 

These things are annoying, of course, and require increased clerical work 
in the physician’s office—but they also are inevitable in large, complex, 
administrative programs, medical or otherwise. Industry, which long ago 
had to adjust itself to increasingly complex reporting systems, frequently 
finds it difficult to understand complaints about paper work, from the 
physician who is, after all, a primary beneficiary of the dollars that are spent 
through industrial health programs. 

Often the physician becomes quite vocal in his resentment against having 
to answer questions to which employers or unions, in order to administer 
medical care “fringe-benefits” programs, must have clear answers—but he 
fails to realize that his is the rather unique privilege of having his statement 
usually accepted at face value, rarely disputed. 


Sometimes, when he knows that an insurance indemnity payment is 
involved, he makes the maximum charge in his usual range of charges for 
the particular service performed, and apparently he is influenced in making 
this decision more by the ability of the insurance company to pay than by 
the patient’s financial status. In doing so, he seems to be unaware of the 
fact that accumulation of a number of such maximum charges often results 
in a compensatory adjustment of the insurance premiums to be paid by 
the company for which his patient works, The increased cost of maintain 
ing the insurance thus is borne by the employer or by the employces, or both. 

Furthermore, these payers of insured medical care costs soon identify the 
original source of their increased expenses, and become just as resentful as 
the individual patient who thinks his physician has overcharged him. 

The physician frequently complains about the increased number of 
medical inquiries concerning his patients when they apply for life insur. 
ance. He doesn’t stop to think that insurance companies probably are dis 
tressed, too, over the need for the inquiries because they cause delays and 
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increased operating costs. He forgets that the increase in requests for such 
statements arises in part from the increase in use, by the general public, of 
medical care facilities and services—and that he, along with his colleagues 
in health services, is chiefly responsible for having successfully stimulated 
American citizens to take better care of their health and to seek medical 
advice earlier. 

In criticizing the intrusion of voluntary pre-payment groups, or insurance 
companies, or industry, into his professional time, he is making the tragic 
error of overlooking the simple fact that the alternative is the thing he 
fears and hates most: intrusion by governmental agencies. 

Of course, these remarks do not apply to all physicians—but they do apply 
in some degree to a sufficiently large number to alert those of us who are 
aware of these situations to the fact that something must be done about it. 
Somehow, the physician must become far more aware of his full relation. 
ships to a distinctly altered social philosophy and economic milieu in our 
present industrial world. 

First of all, he must learn that there is no turning back from the social 
changes in the industrial world of 1955 to the world in which his grand- 
father and father—perhaps he, himself—once practiced medicine. Today's 
physician must learn to adapt himself to the social and industrial world of 
today and, even more important—because today already is in twilight—of 
tomorrow. He must learn that industrial and other voluntary health pro- 
grams, although they may force him into some alteration of the conduct of 
his practice, nevertheless are based on an ideology of private enterprise and 
therefore are fundamentally sympathetic to his own desire to protect the 
private practice of medicine. 

These programs need the physician's understanding, active participation 
and full cooperation. If he fails to give such support, the result will be a 
weakening of such programs to a point where they no longer can satisfy 
public demand. Can we assume other than that from the resultant prostrated 
private health system will emerge a mighty governmental health program? 

If our private system fails, what other answer could there be from a 
maturing democracy? 

Mere understanding and recognition of industrial health programs by 
the medical profession will not be enough. One of the great tragedies of 
our profession, in the last few decades, has been the failure to provide 
adequate numbers of physicians for administrative medicine. Official public 
health agencies, voluntary health organizations, industrial and union medi- 
cal programs, larger hospitals and clinics, philanthropic foundations sup- 
porting health work, research programs and many others have become so 
large and complex that they require expert leadership and administration. 

Few will deny the desirability of placing such responsibility in the hands 
of a trained physician-administrator. But if such physicians are not available, 
important medical programs develop under lay administration and, ulti- 
mately, lay leadership and control. 

Today, the number of important organized health programs is con- 
tinuously increasing—and, by comparison, the number of available medica] 
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administrators is shrinking. Therein is the making of another first class 
crisis to the medical profession. Are those of you who are medical educators 
doing everything you can to meet this crisis? 

In industry, large companies are the very ones to whom the National 
Fund for Medical Education is most likely to turn for financial contribu- 
tions. Also, they are the ones who are most likely to have comprehensive 
health programs. What is medical education doing for them? None of them, 
| am sure, demands full reciprocity from you. But is it fair to ask their sup- 
port of medical education—and our present system of medical practice 
only to have medical schools, in eflect, turn their backs on the personnel 
needs and ignore the health service objectives ol these companies? 

Well, there are some of the great problems we all face—and that we musi 
solve. What is the role of the medical educator? In my opinion, he can do 
far more than anyone else to solve these problems. All of the scientific medi- 
cal competence you can instill in your students won't provide the slightest 
solution, unless you also can thoroughly and convincingly educate them, 
throughout their academic years, in what other things society needs and 
expects—and will demand—of them in our industrial world. 

No other period in the physician's career is so critically favorable to such 
teaching as the one during which he is in your hands to mold and guide. 
And while you are placing in his hands the precious tools of medical 
science, you also must teach him, more thoroughly than ever before, how 
he, in using them, can best serve society in our industrial world, 

Public health, industrial medicine, medical administration and related 
essential subjects should be an integral part of all your teaching, from the 
first freshman day until graduation. Do you really think that a medical 
student understands coronary artery disease, for example, if he has been 
taught only its cause, nature and clinical aspects—no matter how thoroughly 
—but has been taught nothing of its management as a serious problem to 
public health, or industrial medicine, or hospital administration, or to 
voluntary organizations and private foundations? 

Have we really remedied the student's lack of understanding of these 
other aspects of management of this—or any other—disease simply by expos- 
ing him to a series of disconnected presentations of these other factors? 

Such a fractionated approach not only may be too time-consuming in 
your already-packed curriculum but, much worse, it does not encourage the 
medical student to develop a broad comprehension of his role—not just as 
the future physician caring for a specific disease in an individual, but as a 
responsible and respected leader for solving nation-wide health problems 
which similarly affect thousands, or millions, of other individuals in all 
walks of life. 

If we make these other important subjects an integral part of clinical 
teaching, all medical students will have a broader socio-medical foundation, 
and will gain greater knowledge and recognition of the vitally important 
role of specialties other than those of purely clinical medicine. They will 
develop a much greater respect for the knowledge and competence that 
must be possessed by their professional colleagues in all other forms of 


health services. And, by thus expanding the field of interest of students 
before they have committed themselves to definite clinical pursuits, more 
of them will be guided into work in which they will provide the leadership, 
guidance and administration to industrial and other broad health programs 
in the future. 

Finally, I do not think that these additions to your curriculum would be 
as big a burden as they might appear to be. Actually, this is not so much a 
matter of adding a number of new courses, as it is the need to install, in 
teaching concepts—particularly among your clinical faculty—an expanded 
philosophy of medical service. 

We must broaden our concepts—and widen our horizons—of services to 
the health of the nation. We must rededicate ourselves to giving to the 
public what it wants and expects. We must recapture our leadership oi 
health programs—but this must be done by educating our physicians to full 
understanding of the new problems and their related administrative diffi- 
culties, and to widespread, intensively active participation in such programs. 

Only in these ways can we assume our full responsibility to society for 
health in our industrial world. 
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The Problems of Industrial Health 
As Seen by the Industrialist 


William H. Seymour 
Vice President, Liberty Mutual Insurance Company 


IRST, 1 WOULD like to congratulate the National Fund for Medical Edu- 
| Spoor for bringing together at this meeting a carefully chosen group 
of medical educators and industrial physicians. I think such a meeting has 
been long overdue. I hope it will be followed by constructive action in the 
field of medical teaching. 

While I am not a doctor, I have been involved with my people for the 
last 15 years in the application of medical skills and knowledge to the 
needs of industry, in many thousands of plants. As a matter of fact with a 
staff of 26 nurses and seven M.D.’s we have reached over 25,000 plants, with 
varying degrees of success. While the physician usually views the individual 
problem, our experience has been with industry's problems in the mass. 
Thus I should be able to act as a catalyst, understanding some of the prob- 
lems of industry, labor and medicine and bringing the three together. It 
is from this experience that I wish to speak to you today. 

Let me state emphatically here that industrial medicine did not grow in 
this country because doctors developed it. In fact, particularly in the early 
days, organized medicine fought against its development. It grew because 
industry needed it, wanted it and went about getting it. This was a relatively 
simple task when the primary need was for curative medicine from the 
traumatic surgeon. But today’s need is for an entirely different medical 
orientation. Not alone the treating of the sick and the repair of injuries, 
but the maintenance of a more or less healthy group of employees in full 
working effectiveness. Medical schools produced well-trained traumatic 
surgeons to meet the scope of yesterday's industrial medicine. They are 
not producing the physician, oriented to health maintenance, to meet the 
needs of today’s and tomorrow's industrial medicine. 

To explain why I make that flat statement, suppose | divide industrial 
medicine into three aspects:—traumatic surgery, preventive medicine and 
constructive medicine. The first one, traumatic surgery, is well known to 
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most everyone. In fact even today it is considered by many to be the sum 
total of industrial medicine. With the passage of the workmen's compensa- 
tion acts, making industry responsible for payments for lost time and 
medical costs resulting from work-connected injuries, industry brought in 
the traumatic surgeon to handle the injuries that might occur. 

As occupational diseases become more apparent and less known exposures 
appeared in industry, it became necessary to begin the preventive aspect ot 
the program, through the teamwork of engineers and doctors under the 
name of industrial hygiene. 

The use of safety engineers, doctors, nurses and industrial hygienists for 
the prevention and control of workmen's compensation experience has 
produced tremendous results. In the past 30 years American industry has 
reduced accident frequency by more than 60 per cent. Some companies have 
even reduced their accident frequency and severity by much more than that 
amount. It has thus been possible to increase workmen's compensation 
benefits to the employee considerably without their cost being prohibitive 
to the employer. 

The challenge in that field is not at all finished. New methods, new 
materials, new chemicals still are coming into industry. 1 think a par- 
ticularly outstanding example of this is in the field of electronics, where 
little is known regarding some of the exposures, effects, tolerance levels 
and individual susceptibilities. 

Having accomplished such gratifying eflects in accident prevention, in- 
dustry now finds the cost of nonoccupational illness and disability increasing, 
especially with the recent rapid growth of group insurance plans to cover 
nonoccupational conditions. Opportunities for further development of 
preventive medicine appear. There are medical conditions, not caused by 
a man’s work but having a significant bearing on his effectiveness at work, 
that can be approached through preventive medicine. Some of these condi- 
tions can be prevented from developing. More commonly the condition 
itself cannot be prevented but much can be done to prevent or to stall off 
disability due to the condition, From the point of view of the individual 
and of industry it is the disability that causes loss of wages and loss of 
production. For example, medicine today does not know how to prevent 
diabetes, but a great deal is known about how to prevent disability from 
diabetes, to help the individual to enjoy a long, productive, self-sufficient, 
satisfying life. 

Preventive medicine in industry has thus become a case-finding program. 
Its aim is to find medical conditions early when they are amenable to treat- 
ment and control, to see that they have proper medical supervision to pre- 
vent them from becoming disabling. 

Now there is added a third aspect, “constructive medicine,” a concept 
promulgated by Dr. Edward Stieglitz. This does not wait for conditions to 
develop before taking active medical steps. Constructive medicine means 
working with a healthy individual to assist him in planning a way of life 
that will keep him healthy or even improve his level of health. 


In the beginning | said it was industry that started industrial medicine. 
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Industry needed it, wanted it and set about getting it. Now industry's needs 
lie in the field of preventive and constructive medicine. There are many 
reasons why this is so. One important reason is the growth of prepaid health 
insurance plans to cover nonoccupational disabilities. The breadth of 
coverage and the scale of benefits in these plans have increased. And either 
voluntarily or through collective bargaining, industry in greater numbers 
has been paying the whole cost of these benefits. So it is common today for 
group benefits plans to cost industry five to ten times as much as their 
workmen's compensation costs. 

These benefits are. paid for nonoccupational disabilities. Here then is 
one of industry's significant reasons for needing and seeking an industrial 
medica! program that goes beyond curative traumatic surgery and involves 
itself in preventive and constructive medicine. As you no doubt know, these 
disability benefits plans are experience-rated; that is, the cost of the plan 
is determined by the amount and extent of disability that must be paid 
for. Thus, if preventive and constructive medicine can keep people from 
becoming sick and disabled, there will be less drain on the fund, the net 
costs to industry will be less, and the benefits to the worker may thereby 
be increased—and I have seen it happen. 

Another important reason for industry's growing need for preventive and 
constructive medicine lies in the increasing significance of the human cle- 
ment in the production scene. To describe this I quote John L. McCaffrey, 
from Management Briefs in the Chemical Digest of the Spring of this year. 
He states, “The biggest trouble with industry is that it is full of human 
beings .... 

You will learn to your sorrow that, while a drill press never sulks, or a 
drop hammer never gets jealous of other drop hammers, the same cannot 
be said for people. You will learn that a turret lathe may run one part for 
10 years without affecting its willingness to be switched at any time to 
another part. 

“You will learn that you have with people the same general problems 
of preventive maintenance, premature obsolescence or complete operational 
failure that you have with machines. Only they are very much harder to 
solve.” 

I would like to add that they cannot be solved adequately without a 
modern industrial medical program geared to the preventive and con- 
structive approach. This must be a program that deals with the whole man, 
the individual, in his total environment, his environment in the industry 
and outside the industry. 

Industry needs physicians with the right training and orientation in order 
to maintain and increase the individual effectiveness of its people. Here 
I use the term “individual effectiveness” rather than “health.” We cannot 
expect to make perfect physical specimens out of the entire working popu- 
lation. By the term “individual effectiveness” I mean the ability of a worker 
to perform his chosen work well and to live well in the environment in and 
outside of the plant; by that term I mean the summation of all the factors 
that affect a person's productive capacities. This can be significantly affected 
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by an industrial medical program, but only if it is staffed by medical per- 
sonnel trained and oriented in preventive and constructive medicine. 

As an engineer it is contrary to my training to accept unsatisfactory con- 
ditions without trying to change them. When I find some of my own people 
going along at half speed, especially those in the older age brackets, | want 
to try to do something about it. Our experience in policyholders’ plants 
gave us some knowledge of what could be done through preventive and 
constructive medicine. This knowledge we have been applying to our own 
problems with some gratifying results. 

This problem of aging has become increasingly vital to industry. It is a 
problem that curative medicine is not at all equipped to handle. | believe 
it can only be handled adequately in a modern industrial medical program. 
Let me try to explain why / believe that. 

Up until the time a man reaches the age of 40 his job is primarily merely 
a means of livelihood. Ordinarily he has wide physical capacities to perform 
a variety of jobs. His medical needs and those of his wife and children are 
usually due to acute conditions. These produce pain, fever and other effects 
that drive him to his family physician, and his family physician with his 
curative approach handles the acute problem well. However, little, if any- 
thing, is accomplished by the doctor in alerting the man and his family to 
the importance of good health practices and how health maintenance will 
delay and modify the ravages of the aging processes. 

After the age of 40 acute conditions in himself and his now-grown-up 
family are much less frequent. Now the man finds his job a more vital center 
of his life. Now or soon he begins to develop some degenerative changes. 


These are not acute. They do not disable immediately. They begin in- 
sidiously. They do not drive him to his physician. Even when they begin 
to disable, he usually considers them the unavoidable consequence of getting 
older. Instead of having wide physical capacities to do a variety of jobs, 
now he is beginning to develop changes which may limit his work assign- 
ment. 


In the industrial medical department a program of regular health examin- 
ations brings him to the doctor so that aging changes can be identified early 
and steps taken to meet them. Also the industrial physician is in the best 
spot to review both the man and his job to assure continuing proper job 
placement. 

I am convinced that the best way to handle the aging problem in industry 
is for industrial medical departments and physicians in the community to 
team up in the practice of preventive and constructive medicine. Actually 
we are talking about adult health maintenance and could well apply a 
lesson learned years ago in the field of child health maintenance. Pedia- 
tricians made little progress in preventive practice until the school health 
programs afforded the group setting that seems to be necessary to success- 
fully carry out health education. Industry creates an identical setting for 
adult groups with which the industrial physician can work in applying 
the techniques of health education, health counseling and case finding. 
The properly oriented community physicians, much like the pediatricians, 


be 
at 
| 
18 


can handle the definitive preventive and constructive health care of their 
patients just as they now treat those in need of curative medicine that are 
referred by industrial physicians. 

These are, very briefly, some of the things that industry needs from the 
medical profession. I have said that medical schools are not turning out doc- 
tors oriented to meet those needs. Let us explore that idea a little further. 

For many years the doctor has been trained to diagnose and treat. During 
the past 50 years his ability to diagnose and his skill in treatment have im. 
proved tremendously. That means, however, that the patient must have some 
sickness or disease to be diagnosed and to be treated. The average physician 
is baffled by a patient who has nothing “wrong” with him. The patient must 
furnish the doctor a symptom or a physical finding or some abnormal lab- 
oratory test as a point of departure in the technique of diagnosis and treat 
ment. 

But the need of industry is to keep well people well. Here is the serious 
need for a physician oriented to health as well as oriented to sickness and 
disease. Further, keeping well people well requires an in-plant physician. 
He must know the industrial scene, the production problems, the labor rela- 
tions picture, the union contract, the placement possibilities and a host of 
such things. These will have a bearing on how he handles his cases. 

Even the physician who will never actually practice industrial medicine 
will inevitably treat people who work somewhere in some plant. He needs to 
know something about industry and industrial medicine if he is to do an 
adequate job of taking care of his patient, particularly if he is to play his 
proper role in the development of health maintenance of our industrial 
population. 

You are here for this three-day meeting to consider the problem of teach- 
ing industrial medicine at three levels, undergraduate, graduate and post- 
graduate. I am impressed with the progress that is being made in graduate 
education in industrial medicine. The new board certification in industrial 
medicine will give further impetus to that. 

There has been some, though less, progress in postgraduate teaching. More 
effort is needed to furnish short orientation courses in industrial medicine to 
the physician who is out of school and in practice. 

I think the real serious need is for teaching at the undergraduate level. | 
am aware that the medical school deans and others responsible for the devel 
opment of medical school curricula face a serious problem. They feel that 
each new specialty, each splinter group in medicine, wants to hack out for 
itself a piece of the already overcrowded medical curriculum. | would like to 
emphasize to you that this is not just another specialty, not just another 
splinter group. This is the backbone of the medicine of tomorrow. 

To me, there is little reward in turning out more curative personnel to 
man more curative facilities to patch up things that never should have devel- 
oped in the first place. That will not still the demand for socialized medicine, 
that will not meet the sore problem of the costs of medical care, that will not 
meet industry's needs. 


American industry is the reason for this country’s pre-eminence in world 
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affairs. Our working force is our most valuable resource. It needs to be hus- 
banded carefully. The best place to develop health maintenance for our 
working force is at their place of work, through a modern industrial pro- 
gram. This requires physicians trained in preventive and constructive medi- 
cine. Whether the physician of the future is to practice in or outside of in- 
dustry he cannot play his appropriate role in health maintenance of our 
population as long as he receives solely, or even primarily, a curative ap- 
proach to his training. I do not view this as ane small specialty trying to gain 
entrance to the medical school curriculum. I view it as the greatest challenge 
offered to the teachers of medicine since the Flexner report started medical 
schools on their upward path. It is a challenge which our medical schools 
cannot ignore. They must find ways of meeting it if they are to continue to 
produce the kind of physicians that this country needs. 
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The Problems of Industrial Health 
As Seen by the Medical Administrator 


Leo Wade, M.D., F.A.C.P. 
Medical Director, Esso Standard Oil Company 


EDICINE MEANS many things to many people. Those without direct con- 
M tact with the medical profession, relying upon television, radio or the 
current best sellers, must inevitably think of medicine as a dramatic and 
glamorous activity centered about an operating room replete with compli- 
cated gadgets. Indeed, someone suggested recently that the TV trend is such 
that it is only a matter of time until some enterprising young surgeon finds 
himself sponsored every Tuesday evening by a manufacturer of cutlery. As 
evidenced in this cartoon, the prompter’s card, long a tool of the acting pro- 
fession, may make a valuable contribution to the practice of medicine. 
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Seriously, however, even within the medical profession one finds many 
different concepts of medicine. Thousands of highly trained and competent 
specialists, seeing medicine from their narrow vantage point, have little or 
no concept of, nor concern for, the social, cultural, economic and even the 
broad scientific, implications of medicine. I do not mean to imply by this, or 
what is to follow, that we physicians in industry have a monopoly on a more 
comprehensive concept of medicine. 

We do encounter, however, numerous human problems, less dramatic, to 
be sure, than those of the TV show, whose ramifications and proper solutions 
lie within the broad field of medicine. Curiously, many lay managers are 
more keenly aware of this fact, or at least are more eager to tackle some of 
the problems, than many of my confreres engaged in the practice of medi- 
cine. Certainly, efforts to find competent physicians with the broad vision 
required for this important work are extremely disappointing. It is for this 
reason that I am personally interested in the deliberations of this very im- 
portant conference. 

In order to delineate clearly some of the problems of industrial health, let 
us examine briefly the domain of medicine as a whole. Medicine is concerned 
with health and sickness, “Trite,” you may say, but consider for a moment 
the relative volume of effort placed by physicians on these two components. 
Sickness and disease have until very recently usurped almost all the time 
and effort of medical faculties. Sickness and disease have provided the only 
basis upon which the majority of physicians have been able to make respect- 
able livings. Indeed, the sincerity and professional ability of those who con- 
centrate on “health” has often been questioned by lay and professional men 
alike. The financial reward for such work has never compared favorably with 
that of treating the desperately ill. The situation is even more “one-sided” 
than apparent by this analysis. Those concerned with “sickness” have given 
their attention by and large only to such “sickness” as can be demonstrated 
anatomically in the pathology laboratory. We in industry are acutely aware 
that the majority of “sickness” is not of that variety. And yet, it is just as 
costly and just as disabling as cancer and tuberculosis. 

Health and sickness are alike in that both are relative states of well-being; 
health is never absolute and neither is sickness. Health has to do with the 
optimal adjustment of the total person (physical, mental, social and spirit- 
ual) to the total environment (not merely to microbes, cancer cells and auto- 
mobiles, but also to plants, animals, people and things). The key to good 
health is not necessarily in terms of intact anatomy and physiology, but in 
the adjustment of the person to his environment. One finds repeatedly that 
a properly motivated person with even major defects in his anatomy or 
physiology can be productive and happy in a properly chosen environment. 
Conversely, persons with superb anatomical and physiological reserves may 
be useless because of mal-adaptation to their environment. In fact such 
mal-adaptations lead to a great part of the disability encountered in in- 
dustry. Functional problems give way to actual organic disease as the stress 
is prolonged over the years. 


It is in this area of fitting people to their working environment and fitting 
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the working environment to people that the physician can make a tremen- 
dous contribution. Industry, both large and small, urgently needs good clini- 
cians with administrative ability and insight, and at least a speaking acquain- 
tance with, or an interest in, psychiatry, psychology, social pathology, human 
relations, industrial hygiene, human engineering, sanitary engineering and 
safety engineering. The lack of qualified candidates is at least partly respon- 
sible for the failure to provide preventive and constructive medical programs 
to a much larger segment of the employed population. Certainly, there is 
need to implement such medical services in many smaller plants devoid of 
any industrial medical services or those with outmoded, surgically oriented 
programs directed to the economical treatment of compensable injury. 

I do not mean to suggest any new demands on an already-overburdened 
medical school curriculum. Many of the defects noted among recent gradu- 
ates of medicine are directly attributable to the presently overcrowded cur- 
riculum. Specialty upon specialty continues the minute dissection of the 
patient, with neither teacher nor hours available to reassemble him. The 
detailed information and techniques required for the practice of any spe- 
cialty can be acquired and probably must be acquired through postgraduate 
training. In the case of occupational medicine, this training may be either 
formal (i.e. provided under university auspices) or informal (i.e. provided 
on the job). 

We have difficulty in finding suitable candidates for “on-the-job” training, 
not because the candidates lack knowledge of “scientific” medicine but be- 
cause they lack a comprehensive concept of health and sickness related to the 
“work-a-day” world in which the patient must live and earn his keep. The 
problem was summarized beautifully some 12 years ago by John Ryle, 
then professor of social medicine at Oxford. I quote: “We are most of us 
conscious of the fact that medicine during the past quarter of a century has 
become . . . not merely more specialized, but also more technical, and that 
in the process . . . the old aetiological interest and humanism of our fathers 
have tended to take a second place. In the teaching hospitals this can scarcely 
be disputed. Investigation to the limit, mainly by objective methods and 
often with too little said to or done for the patient during or after the tedious 
process, has been the prevailing trend, especially in the case of the more 
chronic or seemingly more obscure varieties of disorder and disease. More 
and more accurate assessments of local pathology, with the help of more and 
more colleagues and instruments, and less and less intimate understanding 
of the patient as a whole man or woman with a home and anxieties and eco- 
nomic problems and a past and a future and a job to be held or lost, have 
become the order of the day. As we direct our students, so in large measure 
must the outlook and method of each new generation of doctors be deter- 
mined. Over-reliance on specific objective tests; too strong a belief in the 
potency of certain treatments aimed at altering established disease-states or 
too deep a despair at the apparent unalterability of others; too little knowl- 
edge of morbidity and mortality figures, of the relative incidence of diseases 
in the community, of the vast prevalence of “illness” or “debility” without 
“physical signs” and of their several significances; too vague an appreciation 
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of the fact that these illnesses and, indeed, many of the organic diseases have 
discoverable origins in social, domestic or industrial maladjustment, in 
fatigue, economic insecurity or dietary insufficiency—have not these already 
set their stamp upon the work and outlook of the younger generation of 
practitioners? And are the majority of those who teach them, most of whom 
have but little close acquaintance with the conditions in which their poorer 
hospital patients live and work, much wiser? There are notable exceptions, 
it is true, but their numbers dwindle. The sciences and techniques have come 
to dominate medicine to the exclusion of the most important science of all— 
the science of man—and the most important technique of all—the technique 
of understanding. Science without humanism may work with atoms but it 
will not work with man,”* 

Somehow the patient needs to be returned to the center of the stage and 
the etiology of “disease” considered in much broader terms than has been 
customary in our teaching methods. 

The doctor needs certain attitudes of mind possibly best summarized as a 
positive philosophy of life. Such attitudes cannot be taught in the medical 
school but must be nurtured in the colleges and sought for by the admis- 
sions committees of the medical schools. Emphasis upon the sciences at the 
expense of literature, philosophy, sociology, anthropology, etc., in the pre- 
medical training has made a negative rather than a positive contribution 
to the effectiveness of the doctors graduated in the recent past. 

Returning directly to the charge given me by your program committee, 
there are certain convictions which I present for your consideration. First, 
the treatment of disease (except possibly in the occasional uncomplicated 
“compensable” case) is not the province of industrial medicine. The treat- 
ment of traumatic or toxic disease attributable to industrial causes presents 
no peculiar problem. Such treatment belongs in the hands of internists, sur- 
geons, orthopedists and other private practitioners of medicine. It is wasteful 
of medical manpower to try to assemble all the kinds of specialists needed 
to treat optimally so-called industrial disease. None of these specialists is 
equipped by training or experience to do a constructive job in the areas of 
prevention, environmental hygiene, administration, etc., peculiar to indus- 
trial medicine. The medical services provided in industry should supplement 
and not replace or compete with the existing medical facilities or those which 
might reasonably be expected to be attracted to an industrial community. 

Second, and related to the above, is the need to keep the basic industrial 
medical services out of the realm of fringe benefits. The services provided 
should not be a part of any “give-away” scheme. There should be a reason- 
able basis for assuming that the medical services rendered contribute to the 
economic welfare of the company by maintaining or increasing the produc- 
tivity of employees. To proceed on any other basis not only violates eco- 
nomic principles but also violates a fundamental health principle; namely, 
that return to health must be actively sought for and earned by the patient. 


1. “Social Medicine: Its Meaning and Its Scope,” Brit. Med. Jour., Vol. I, pp. 633-636 
November 20, 1943. 
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This leads to a third basic consideration. Health is an intensely personal 
thing. No matter how important it may seem to management to keep the 
human resources in “good repair,” it is essential to remember that employees 
can never be considered in the same manner as the physical tools of produc- 
tion. Medical services must be on a voluntary basis with good, ethical, doc- 
tor-patient relationships. Under such circumstances, employee cooperation is 
usually obtained. Without voluntary employee cooperation, no constructive 
goals can be achieved. 


Fourth, the medical department must not be permitted to become a tool 
of management to attain unpopular or distasteful goals. The department 
must serve as staff advisors with primary concern for the long-term health 
and welfare of the employee. Medical facts or diagnoses are not the property 
of management, but the doctor's interpretation of these facts should be used 
by management in the interest of the company, its employees, its consumers 
and the community in which it operates. 


In closing, I think I can best crystallize some of the foregoing thoughts by 
a statement of the objectives of the medical program in industry. The pri- 
mary objectives, stated broadly, are to maintain, conserve and even improve 
employee health so that each employee may continue as a productive, self- 
respecting, happy worker and citizen for the longest possible time. To 
achieve this goal, the techniques of environmental and preventive medicine 
are of far greater importance than the techniques of therapeutic medicine. 
Certain secondary objectives are desirable and probably are inevitably 
achieved if the primary objective is properly sought. Some of these are: the 
development and maintenance of optimal employee or industrial relations; 
the achievement of optimal productivity; effective utilization of partially 
disabled workers; decreased risk of occupational disease; effective adminis 
tration of employee benefit plans referable to health and sickness; the estab- 
lishment of good working relations with the employee's personal physician 
as well as with various community agencies concerned with employee health 
and welfare. 


As previously stated, these secondary objectives can only be achieved if the 
medical department is accepted by management as staff consultants in these 
areas. The doctor neither assures nor denics initial or continued employ- 
ment. He advises management in nonmedical terms concerning the prospec- 
tive worker's abilities and disabilities. It is the prerogative of management 
to select the workers capable of performing the job available. Similarly the 
medical staff should advise management concerning factors in the industrial 
environment which may affect unfavorably the workers’ health. But man- 
agement alone can effectively and efficiently provide for the correction of 
any such defects. Teamwork is an essential constituent of any effective medi- 
cal program in industry. 

In brief, the outstanding problems of industrial health are four: 

1. Properly trained and qualified physicians for initiating and maintain- 
ing preventive and constructive medical programs in industry are few. 

2. Confusion exists among medical educators and physicians in industry 
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regarding both the objectives and the methods for providing the needed 
personnel. 

§. Undue emphasis upon the treatment of acute or life-threatening disease 
by most physicians has led many workers to expect that any good medical 
program in industry should provide free treatment of disease. These workers 
have little interest in and appreciation for other types of medical services. 

4. Management, too, is often unclear as to what it expects of the medical 


department and, by and large, has not yet learned to use the physician op- 
timally. 


. 
| 
1s 
. 
4 
26 
~ 
+ 


The Problems of Health as Seen 
By Industrial Workers 


Clinton S. Golden 
Former Executive Director, Trade Union Program, Harvard University 


ORKERS IN THE United States have always been concerned with prob- 

lems of health. Their attempts to cope with their health problems 
through organized effort can be traced back to the latter part of the 18th 
century. Their efforts then and now, are reflected in the number of initially 
modest mutual aid associations and societies organized by those having com- 
mon occupational or craft interests and skills. 

These mutual assistance associations provided loans, sick benefits and 
burial funds for their members. Cash disability benefits to replace earnings 
lost during periods of illness were among the first benefits provided. Medical 
service programs followed thereafter. 

In many respects these early mutual aid programs were an outgrowth of 
the so-called “friendly societies” which appeared in Engiand during the ini- 
tial stages of the industrial revolution. Several of our modern national and 
international labor organizations had their origin in societies formed by 
workers to render assistance to their fellow workers in time of need. In pass- 
ing, it is interesting to note that the Brotherhood of Locomotive Firemen 
and Enginemen, one of the oldest and most influential of the railroad broth- 
erhoods, was organized in 1873 as a benevolent society and did not assume 
the role of a labor organization until 1885. 

To inject a personal note, let me say that I, as a locomotive fireman, be 
came a member of that organization 51 years ago—in 1904—largely because 
at that time, railroad train service operation was so hazardous an occupation 
that insurance companies either would not insure engineers, firemen, train- 
men and conductors at all, or at rates they could not afford to pay. The death 
benefit, disability and medical service programs of the railroad brotherhoods 
are today still an attractive feature of membership. 

As our society has evolved industrially, so have the labor organizations. 
As they have grown into well established institutions they have assumed 
broader responsibilities to society. While their primary and basic purpose is 
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that of collective bargaining with respect to wages, hours of work, conditions 
of employment and the adjustment of grievances that arise, they are increas- 
ingly active in the fields of social and humanitarian legislation, health, voca- 
tional and other forms of education and community welfare. 

As you may know, the International Ladies’ Garment Workers Union es- 
tablished a health center in New York, as long ago as 1913. In the interven- 
ing years, other labor organizations have established additional and very 
modern facilities and in various ways have made possible medical care pro- 
grams for their members. 

As the labor organizations have grown and gained recognition from em- 
ployers as legitimate agencies of representation, the attitudes of union mem- 
bers toward company-initiated safety and industrial health programs have 
changed from suspicion and distrust to growing cooperation with manage- 
ment in making them increasingly effective. There is a growing body of evi- 
dence that workers—organized and unorganized—are able and desire to par- 
ticipate as a group in activities that are related to their standards and condi- 
tions of life. 

We are now living in an age of organization which necessitates profound 
adjustments in attitudes and in concepts of relationships between, and 
among, the individuals and groups having diverse occupational backgrounds 
and interests but who are solely dependent upon employment in business 
and industry for a livelihood. When the potentialities of group, as distin- 
guished from individual, participation are recognized, the possibilities of 
organized group cooperation in promoting industrial health programs be- 
come apparent. It is group interest and activity that has contributed so sig- 
nificantly to the growth of the various, more or less adequate medical care 
programs, that are a feature of the social welfare developments of the past 
decade. 

It is obvious, in view of the capacity of our people and especially industrial 
workers, to join their efforts for the attainment of common goals, that the 
most effective way to enlist their support for industrial and community 
health programs is through organized, cooperative action, that constantly 
enlarges the opportunities for individual recognition and participation. In 
short, in our kind of society, it is through nongovernmental, voluntary, self 
governing associations and organizations, that the citizens most effectively 
give expression to their aspirations and expectations and make the most sig- 
nificant contributions to the welfare of society. 

I have made mention of the union organizations and their widening range 
of interests in the field of human welfare, not for purposes of argumentation, 
but rather to indicate that there already exists tremendously influential 
organized resources created by industrial workers that can, with understand- 
ing and skillful leadership, be more effectively mobilized to promote health 
in industry and in society generally. 

Let me now direct your attention to some of the specific areas in which 
problems of industrial health are of major concern to industrial workers. 
Perhaps first comes the small industrial enterprises. About 90 per cent of all 
establishments reporting taxable wages under the Old Age and Survivors 
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Insurance program employ fewer than 500 persons. About 70 per cent of 
all employees in the United States are employed in these small enterprises 

I am advised that less than 5 per cent of such employees have any type of 
in-plant or on-the-job health services. That there is a real need is indicated 
by figures cited in the National Safety News for October 1951 which show 
that accidents occur in small plants about 214 times as frequently as in me- 
dium or large size enterprises. 

In these enterprises it appears that the problem of industrial safety and 
health can be most effectively approached by pooling community resources. 
Union organizations are encompassing an increasing number of such plants. 
They naturally are interested in establishing safety, health and other stand- 
ards comparable to those existing in larger enterprises. | am confident they 
will readily join in cooperative community efforts to improve health and 
safety conditions. The medical profession may very well assume significant 
and effective leadership in such an effort. 

From personal contacts, | know that workers have a growing concern 
about emotionally induced illness resulting from the stresses and strains of 
a high tempo civilization. Their anxieties concerning continuity and regu- 
larity of employment in an industrial society where rapid technological 
change creates ever new work and employment situations, is seen in the 
growing support for guaranteed annual wage demands being made upon 
industry. 

Dr. Seward E. Miller of the U. S. Public Health Service Division of Occu- 
pational Health, points out that “in entering the field of human relations, 
industry is recognizing that man’s health has a mental and a social, as well as 
a physical, component and that these must be considered concurrently, if 
man is to achieve maximum well-being and productivity for himself and his 
employer. Both management and labor are becoming greatly concerned over 
the fact that emotional disturbances are responsible for at least one-third of 
all sickness absenteeism in industry. Consequently, new significance attaches 
to the worker's emotional problems—whether they arise from a domestic 
crisis or improper job placement, or adjustment. Attitudes can be reflected 
in the physica). condition of the workers and, at the very least, will affect not 
only his morale and efficiency but also the morale and productivity of fellow 
employees. It is for these reasons that industry is showing promise of taking 
the lead in preventing and alleviating occupational factors associated with 
the mental, emotional and related disorders of its workers. A new area of 
human relations thus is developing in the field of occupational health.”* 

The rehabilitation of those who are disabled as a result of injury or illness 
is likewise of great concern to workers. Too frequently these people are left 
to shift for themselves. There are many restorative training programs that can 
be used to bring these unfortunate people back into productive work and 
association with their fellows that they are frequently unaware of. Here 
again the labor organizations can be effective instruments of communication 


*From an address before Industrial Hygiene and Medical Care Section, American Public 
Health Association, 79th Annual Meeting, November 2, 1951. 
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with these people and of health education for and with them. It is of course 
true, that the persons in need of rehabilitation may not, in every case, be 
able to work in certain jobs, or certain industries, but there are still many 
jobs that they can usefully perform. 

Still another area of interest and concern is that of the plight of the older 
workers. Many of these people possess valuable skills and mature judgment 
and constitute a valuable resource that must not be thoughtlessly cast aside. 
Many are able to continue work, although added years will make them sus- 
ceptible to fatigue and a higher prevalence of chronic disease. With a proper 
program of health maintenance and a willingness on the part of younger 
employees to be helpful and considerate, they too, can make useful contri- 
butions to industry and the welfare of society. 

In an effort to meet, in part at least, the physical costs of accidents and 
illness, there has been an amazing growth of voluntary health insurance 
plans. It is calculated that this form of coverage, extended in large part, 
through collective bargaining between unions and employers, affect in vary- 
ing measure, more than one hundred million people. 

I am advised by responsible labor people that those who are “insured” 
under the prepayment plans are not in most cases, adequately covered and 
that none of the plans offer anything like the complete answer to the medical 
care problem, I am further advised that the stated durations, the quantity 
and quality of benefits, the exclusions, the relationship to group practice 
and free choice of physicians, are not only varied and largely incompre- 
hensible to the average person, but often create a feeling of false security in 
the policy holder. 

It has been said that “the ideal condition of man is one of health and 
wholeness” and that “every generation has to put up a new fight for its 
maintenance within its environment. This environment develops and 
changes with developments that take place in and with society. Our genera- 
tion has the task of adjusting itself to a world which is reshaped and recon- 
stituted through the impact upon man of the rapid social evolution that is 
taking place at an ever increasing rate.”* 


To the present and oncoming generations, there has been bequeathed im- 
mense resources of scientific knowledge concerning the prevention, detection 
and treatment of disease, that should well equip them for the task of read- 
justment and thus insure their survival. The effective and efficient use of 
these great resources requires bold and imaginative leadership on the part 
of the medical profession, industrial and labor leadership. 

There is obvious need for further research and training in the field of 
medical care needs, preventive medicine and health education. It is currently 
estimated that industry is paying about $5 billion dollars annually into 
Health and Welfare Funds established by collective bargaining and in most 
cases, administered jointly by labor and management. It is calculated that 
these funds provide some sort of health protection for over nine million in- 


*Dr. E. H. Cluver, director, South African Institute for Medical Research in Social Medi. 
cine. 


dustrial workers. Their existence is further evidence of the interest of indus- 
trial workers in industrial health. These funds represent a comparatively 
new development in union-management responsibilities. 

Employer contributions to these funds have increased each year since 1929. 
Employees regard these contributions as money which is theirs, since it is 
provided in lieu of wages. It would seem that the extent and size of the pay- 
ments diverted from the wages of industrial workers will tend to create a 
still greater interest on their part as well as on the part of employers in pre- 
ventive medicine and maintenance of health programs. 

While I am not familiar with just what is being done in the field of re- 
search or with the legal limitations under which these funds operate, it 
would seem entirely reasonable that some portion of the reserves be utilized 
for research in determining factually the health needs of industrial workers, 
and the formulation, development and promotion of maintenance of health 
programs. I firmly believe that through joint cooperative effort, it is possible 
to educate people to want health instead of being content with an absence 
of illness. 

This is an area ripe for exploration in which the medical profession and 
particularly industrial physicians have a challenging role. 

It has been said that “peace and happiness for the people are the objec- 
tives of good government; maximal health combined with maximal compe- 
tence of the people is, or should be, the ultimate goal of the medical profes. 
sion and its ancillary services.””* 


In their efforts to attain that goal I am confident that the medical profes 


sion and the industrial physician can, by dynamic, skillful leadership and 
initiative, enlist the active assistance and wholehearted cooperation of the 
industrial workers and the labor organizations with which they are numer- 
ously identified. 


*Sir Farquhar Buzzard in Social Medicine and the General Practitioner 
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Summation 


Robert A. Kehoe, M.D. 


Director, Department of Preventive Medicine and Public Health, 
College of Medicine, University of Cincinnati 


E COME Now to the part of the meeting which from my point of view 
Wi venturesome. You have had expression of ideas and opinions from 
several sources. It is my function, not only to act as the chairman of this 
meeting, but also to extract certain highlights and to compress these in the 
form of a summary. 

Because our time is short, and because I think this can now be done better 
than it could in anticipation of the spirit of this meeting, | am discarding 
my manuscript and speaking briefly on the several points that to me seem 
most worthy of emphasis. 

First—the problem. The task of medicine in modern life is different from 
that of an earlier period. I will have to ask you to take it more or less with- 
out the evidence, or to take the evidence from the supporting statements of 
other speakers, that that is the case. However, if I needed to put the finger on 
a point that might remind you that this is the case, I would speak only of 
one matter, In an earlier period in which medicine has dealt so successfully 
with problems of individual and public health, it has done it primarily 
through the avenues of its understanding of the nature of microbiotic dis- 
ease, of the application of diagnosis and therapy thereto, and of the methods 
of community control thereof. ‘This represents the principal preoccupation 
of the last 60-odd years of medicine, It has been done admirably, but it has 
largely been completed. And while that has been being done so well, a new 
type of community has grown up around us, and a new series of hazards, this 
time not those created by nature—unless you wish to include man and his 
acts in the sum total of all nature--but by man in his development of a new 
structural and economic basis for community life. From the aspects of the 
new hazards, we need only to look about us. Look at the newspapers, which 
we see so frequently, the news of which are dinned into our ears also, in addi- 
tion, by the radio, ‘They are so familiar that we fail to appreciate them. And 
yet they represent the phenomena with which we in medicine have not 
learned to cope. 

The medical educator has the role, which he could fulfill if he were om- 
niscient, of adapting medical practice to the needs of a changing community, 
and he has this problem in an acute stage now. It does us no good to bemoan 
the fact that we have not faced it sooner, but we have it now, and the need 
is so apparent that we can no longer evade it. 
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So we must head into the problem, and in doing so, we must preserve all 
that is best in an earlier set of disciplines, and at the same time develop new 
disciplines suitable to the times and needs. And as Dr. Wade and others— 
Dr. Wade perhaps more directly, others indirectly—pointed out, what we 
need is a better educated man. What we need is a better human being, an 
individual with broader understanding, in addition to his skills. So that we 
are asking medical education, as far as it relates to the education of the 
physician, to make up for all of the shortcomings of the other educational 
disciplines of modern times. We can scarcely have failed to see, in the press 
and in the monthly journals, in books on the subject, and by our own obser- 
vations, that there are notable shortcomings in modern education, so that 
men find themselves well along in life before they have much knowledge of 
what it is all about. 

We expect the physician to be a wise man, a leader and a thinker. And we 
must therefore, in the course of medical education, do what needs to be done 
to make this man, to make of ourselves and of our counterparts, this more 
cultivated, this more understanding, this wiser human being, who can aid in 
the guidance of others. By the very nature of his position the physician has 
the responsibility for so doing and he must be capable of doing it. 

It has been pointed out by Elton Mayo and others, that the skills which 
we have developed in dealing with technical problems, and the magnificent 
achievements which have been accomplished in molding physical sciences to 
our use, are accompanied by a dismal lack of understanding of man and his 
life and background comparable to our understanding of other aspects of 
the natural world. We have technical smartness to a great degree, but we 
have social ineptitude to an even greater degree. 

Likewise, medicine is capable, in its application of the physical sciences 
and—in a limited and mechanistic manner—in its knowledge of the biological 
sciences. It is much less capable in its understanding of our society and of 
the individual man. 

Now to get down to cases. I want to talk about medicine in industry, and 
medicine in the community, in relation to the matters that we have been dis- 
cussing this morning. 

Preparation for the full-time practice of occupational medicine, or indus- 
trial medicine, lies in the field of graduate education. It is unthinkable that 
we should even attempt, in undergraduate education, to train the specialists 
in this field. The full-time practice of occupational medicine requires more 
intellectual competence and a greater variety of knowledge than does any 
other field of medical practice. Now, that may be a shock to some who are 
within the sound of my voice. I have no reservation whatsoever in insisting 
that that is the truth. The training, therefore, must be broad and sound. 
We are undertaking, in the course of a few years, to cultivate a man with 
the skills of medicine and the wisdom of social knowledge, and it is a diffi- 
cult, and at the present time, an impossible task. The elaboration of the 
discipline by which that can best be attempted is in the process of being de- 
veloped. It can be developed within our centers of medical education, if we 
have the people who will put their shoulders to the wheel, recognize the 


33 


| 
‘ 


nature of the job, and in their own devoted service to education and learn- 
ing, assume this task. At present, the field needs charting and further devel- 
opment. There are, however, some trails that can be followed to a certain 
point, and these need to be followed by experienced teachers in more of our 
medical centers. 

This type of training, from its disciplinary and technical aspects, under- 
takes to create a union between the best of what we know in clinical medi- 
cine—of the recognition and diagnosis of disease in its earliest stage, of our 
understanding of the biology of disease and of its therapy—and much of what 
we have learned in the field of public health and preventive medicine 
through the techniques concerned with groups. These two sets of disciplines 
have been employed in two different universes; so generally have our schools 
of public health been so separated from our schools of medicine that the two 
seem at times to be riding off in different directions. In industrial medicine 
they must come back together. This is the only means by which, with our 
present facilities, we can find our way around, both in clinical medicine and 
in public health, as these must be employed in the study of industrial popu- 
lations. 

It will not be feasible to introduce this kind of training into the under- 
graduate years in the medical schools in these days, for a number of reasons, 
not the greatest of which is our own resistance to change, in which there is 
both wisdom and also a degree of laziness. However, although we shall not 
be able to effect this, we shall have to extend some of the knowledge of this 
field to practically all who practice medicine. 

And why? We have at the present time some 65 million people engaged in 
gainful work in American industry. Something on the order of half at least of 
these are engaged in work in small industrial plants, in which we cannot 
possibly conceive of the means of introducing full-time physicians with train- 
ing in the field of occupational medicine. 

This practice will have to be carried out for as long a time as anyone in 
this room can foresee, I believe, by physicians in the general practice of medi- 
cine—those who are in the early years of their medical practice or those in 
later years of medical practice who have reason to limit their hours of work, 
or those who, throughout a considerable period of their professional lives 
are willing to devote part of their time to medical service in industry. 

Now, with due regard to the fact that some of the men who are engaged 
in this know what they are doing, it is quite fair to say—and I shall say it 
quite bluntly—that a large proportion of such practitioners are not doing 
what we know as occupational medicine. They are doing something in re- 
sponse to the demand of industry for pre-employment examinations—some- 
times one knows not what for—or for some kind of curative service, or some 
kind of first aid. This, as I have said, is not industrial medicine. 

What we need in the profession, and in those who are entering it, is a rec- 
ognition of the fact, first, that they do not know occupational medicine, and 
they must learn it. Second, they must be brought to realize that in going into 
industry, their job is to do something in the way of preventive medicine for 
this great group of people in small industrial plants who do not, at the pres- 
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ent time, have the benefits of such guidance. These need something better 
than mere medical care in the conventional sense of the term. The large bulk 
of the practicing physicians of the country need to be aware of their short- 
comings in this regard, and aware also of the means by which they can ac- 
quire that modicum of knowledge which would enable them to do well the 
job which they undertake to do. American medicine has prided itself on its 
ability to meet the challenge presented by the community. It has prided itself 
on doing a progressively better job. In this particular field it is not doing a 
good job, because it does not know what the job is. It is up to the schools of 
medicine to make these matters clear, and to provide at least a minimum of 
training for every student of medicine. 

The foregoing remarks relate primarily to undergraduate medical train 
ing. I have spoken earlier of professional graduate training. This brings us to 
the necessity for postgraduate training. The medical schools of the country 
will be compelled, if they do their job in this field, to set up short courses of 
training which have to do with orientation, with the disciplines in this par 
ticular field, to show what the job is, not by presentation of cases of occupa- 
tional disease, but by demonstrating the essential problems of the industrial 
community. We must consider here, briefly, some of the newer aspects of the 
practice of medicine, generally, in the modern community. For those of you 
who think that occupational medicine or industrial medicine, as we have 
spoken of it here, as a discipline, is isolated from the practice of medicine, 
and is carried on in some sort of a never-never land, into which the practi 
tioner of medicine, generally speaking, does not enter, let me point out two 
or three prophetic situations. 

The life of industry is not confined within industrial walls, and the haz- 
ards of industry are not confined within such walls. As we look about us at 
the present time, we find a community transformed into an industrial en 
vironment. Its highways have mechanical hazards like those of industrial 
plants. They have in them all manner of machinery, all manner of chemicals, 
and many of the industrial hazards, the difference being that in the house 
hold they are uncontrolled, and for that reason, the American household 
has, in many instances, become more dangerous than the well-controlled in 
dustrial plant. 

Where are our accidents at the present time? Where are our poisons? Why 
should we have the necessity of setting up poison centers in the cities of the 
United States? Because the hazards of industry have entered the household. 

We have, then, this broad problem of preventive medicine, and we have 
to concern ourselves with the fact that the air we breathe, the water we drink, 
the food we eat, and the soil from which our food is raised, are contaminated 
with the products of modern industry. And this situation becomes more 
widespread and more complicated daily, and we shall soon be adding to it 
the widespread potential hazard—which I believe will be well controlled be- 
cause it is the one situation in which our lesson has up to the present time 
been well learned—namely that of radiation, which we have recognized as 
being so dangerous that we must not take undue risks. We have been willing 
to accept other risks. this one we fear. Why? Perhaps not because it is so 
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much more serious than others; but because it is more mysterious. In this 
general area, we shall have to have a broad understanding on the part of the 
doctors of the community, and a willingness to apply the methods of pre- 
ventive medicine in the household and throughout the whole population. 

This segment of medical knowledge is now reserved to a very small group 
of the profession, who by virtue of circumstance or of choice have found 
themselves isolated. This is knowledge which now must spread throughout 
the entire profession. There is, then, this need for recognition of the impor- 
tance of occupational medicine, not only as a field into which a young doctor 
may enter for a career, but a field in which he is bound to be increasingly 
concerned throughout his entire professional life. 

Last, but not least, there is the general field of medical care. Dr. Golden 
has spoken to us, and we have known in the past, of the interest of the organ- 
ized groups in labor in an increasing, broadening, better and more economi- 
cal program of medical care. This will have to come. It is not, strictly speak- 
ing, within the responsibilities of the industrial physician, whose job it is to 
take care of the problem within industry, and to coordinate his activities 
with the other medical facilities of the community that have to do with the 
care of the general population. But it is important to recognize that the 
means by which such care is provided and administered is becoming increas- 
ingly a cost which bears upon industry. When I say industry, | mean indus- 
try as represented by management and by the people who work with their 
hands and their special skills. This cost is becoming a very great burden, as 
legislation spreads, as it did more or less generally, in connection with com- 
pensation, from the eastern to the western states—it has now begun to pro- 
vide compensation for nonoccupational disease—plus the fact that our indus- 
trial organizations themselves have, under one stimulus or another, set up 
benefit plans for nonoccupational disabilities. 

The cost of this is growing and will be unbearable unless we manage to 
introduce the methods, the knowledge, the successful techniques of preven- 
tive medicine. And the best point at which to do this is in the industrial 
population, where you have groups of people—I hesitate to employ the word 
“captive,” but—captive in the sense that they are available for study and that 
they are willing. And in these areas we shall find, through the development 
of the appropriate methods of epidemiology and clinical study, the answer 
to many of our problems of preventive medicine and disease in general. Un- 
less this is done, we shall find ourselves in chaos with respect to the problems 
of medical care and the economies of the provision of medical care for our 
population. 

We, in medicine, must needs open our eyes, recognize that we live in a 
new world, and one which we but slightly understand. We in the field of 
medical education have the still greater responsibility of anticipating, if we 
can, and of applying, if we can, those things which will keep us within rea- 
sonable limits of safety and security as a society. 
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Colleges. 


The Widening Horizons of 
Medical Education 


Ward Darley, M.D. 
President, University of Colorado 


HE HORIZON Of American medical education is a wide one and one which, 
Ti it is to be understood, must be viewed against the panorama of this 
country’s development. 

Richard H. Shryock’ has very ably reviewed American medical research in 
the light of our nation’s history and much of the histori- 
cal information and organization that I will use in this 
paper has been gleaned from his book “Medical Re- 
search,” 

Apprentice training represented the earliest form of 
American medical education. This type of training did 
not disappear until about 1820, and its influence in prac- 
tice remained until after the Civil War. The proprietary 
medical school made its first significant appearance in the 
early 1800's, flourished in the post-Civil War days and persisted until the 
early part of this century. There are still physicians in practice who received 
their training in proprietary schools. 

While a few colleges had started medical schools as early as 1765 and a 
few hospitals had been designated for use in medical teaching as early as 
!773, these efforts did not contribute much to improve the over-all picture 
of medical research, education or practice until the Johns Hopkins Hospital 
and Medical School opened in 1889 and 1893 respectively. The Johns Hop- 
kins demonstration added great impetus to the demand for reform in medi- 
cal education, but in spite of this, the proprietary schools continued to domi- 
nate the picture until the early 1900's. In fact, during the period 1840 to 
1900, it is estimated that only 5 per cent of the graduates in medicine had 
had the advantage of supervised clinical study and experience before taking 
responsibility for private patients. 

By 1907 the American Medical Association had begun to inspect and rate 
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medical schools. When it was apparent that this effort was to bear little fruit, 
the aid of an outside agency, the Carnegie Foundation, was sought. The 
study made by Dr. Abraham Flexner, the popular acceptance of his report 
and the fortunate results upon the picture of medical education are well 
known. The proprietary school disappeared in favor of the university-con- 
trolled medical school-hospital combination. Admission and educational 
standards were raised accordingly. Coincident with this reform, the intern- 
ship was established and formal hospital training for specialty practice began 
to make its appearance. 

The outcome of all of this development is that today we enjoy a system 
of education governed by standards that are being kept as high as they can 
be pushed. All levels of education are involved: preprofessional, undergrad 
uate, graduate and postgraduate. 

The story of medical education, which I have barely outlined, did not just 
happen. Many background developments were necessary: the growth of 
American research; the strengthening of the American university and hos- 
pital, and finally, and very basically, socio-economic developments which 
made possible adequate financial support for research, hospitals and uni. 
versities. 

Prior to 1900, American investigators, with a few notable exceptions, con- 
tributed relatively little to medical knowledge or systems of thought. Both 
medical knowledge and thinking were largely of European origin and were 
brought to America through the medium of a few journals and American 
doctors who went abroad for postgraduate study. The significant thing is that 
as we approached and turned the 20th century, America was ready to use 
these European developments as the foundation of a system of medical re- 
search, education and practice that was eventually to eclipse other medical 
activity throughout the world. 

What of the American social and economic background for first, lack of 
progress, and second, marked progress? 

It was well beyond the year 1800 before the colonial influence finally spent 
itself as a force in our national life and beiore our independence from Eng. 
lish and European industrial and economic thinking was established. During 
the pre-Civil War era, our own industrial economy was under way—not as 
the result of planned experiment and development, but rather as the result 
of cumulative craftsmanship to which could be added a few discoveries, most 
of them empirical. 

Following the Civil War, the same factors continued to play but to them 
were added the influences of a rapidly developing philosophy of “rugged 
individualism” and the exploitation of fabulous natural resources. Uncon- 
trolled commercialism and the indulgence of self-interest were the result. 
During this time the country was gradually changing from an agricultural to 
an industrial economy. The population increased at a prodigious rate as did 
also private wealth, and both were concentrating in our growing cities. 

Our individual and community environments were becoming increasingly 
complex, and it could only be a question of time before planned develop- 
ment would enter the picture. It is to the credit of our American financiers 
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in that around the turn of the century they initiated a semblance of volun- 
tary control and began to set up a machinery for the return of private wealth 
to society. The Johns Hopkins Medical Center was endowed by the man for 
whom the institution was named. The General Education Board, the Rocke- 
feller, Carnegie and other foundations were organized. In fact, by 1942, the 
Directory of American Foundations listed 283 corporations dedicated to the 
support of educational and related activities. The organization of the Na- 
tional Fund for Medical Education in 1949 and its support by American in- 
dustry and corporations is the latest and most significant of this kind of 
development. 

World War I, the depression of the 30's, and World War II with its after- 
math of economic controls, inflation, welfare legislation and high taxes could 
not help having tremendous repercussions upon our national and private 
way of life. Personal independence as our grandparents knew it has become 
a thing of the past. Aside from abidance by the many rules and regulations 
that govern every day life our dependence upon things and people for the 
essentials of living is something that was not very apparent 50 and more 
years ago. A war in Europe took several months to have any appreciable 
effect on “great granddad” and a coal or a railway strike would probably not 
have bothered him at all. Today a war in Europe affects each of us even be- 
fore it appears and a coal or a railway strike limits our personal and com- 
munity activities immediately. 

Every phase of American medical education has its explanation in our 
socio-economic history. ‘The apprentice training in medicine which de- 


veloped during the early colonial period had its counterpart in the same 
practice in the other crafts and guilds. The proprietary school of the 19th 
century was a decidedly American innovation that reflected the laissez-faire 
peculiar of the time. The faculties of the schools were engaging in competi- 
tive business, exploiting the students and the public without regard for the 
consequences as far as standards of practice or public confidence were con- 
cerned, 


The demands for reform in medical education and practice coincided 
with similar demands in the socio-economic and political fields. These 
demands came at a fortuitous time. Private wealth was ready to move to 
the support of universities, libraries and hospitals. Our growing cities were 
concentrating clinical teaching material and academic and professional 
personnel. In Europe, medical knowledge and scientific methods had reached 
the point where they were ready for the large scale developments only 
possible to the resources being developed in America. 

American medical education was coming to a sense of direction at the 
same time that American socio-economic development was reaching the 
stage of more intelligent planning. Standards of medical education and 
practice were being raised at the same time that American enterprise was 
beginning to stress efficiency and to develop ethical standards of conduct. 

All of this culminated in the reaction of American medicine to the Flexner 
report of 1911. As a general pattern our medical schools began to add full- 
time faculties, to develop good teaching hospitals and clinics and to in- 
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corporate medical research into their responsibilities. As a result the body 
of medical knowledge began to develop more and more rapidly. In order 
that this knowledge be put to work, more years were added to the medical 
curriculum. Then the internship and finally, when the spectrum of medical 
knowledge became so broad that no one person could possibly absorb it 
all, medical specialism began to develop and with it began to come group 
practice, the private clinic and the medical center. 

Now permit me to look back and attempt to assess the impact which 
American medical education has had upon our national life. 

Basically, the answer rests upon an estimate of the effectiveness of the 
output of the schools—the research, the doctors. The two cannot be divorced. 
New knowledge raises the standards of education; effective education results 
in the discovery of new knowledge; new knowledge and effective education 
are essential to the improvement of service. The impact of American medical 
education upon society, then, must be sought in terms of the effectiveness 
of medical care and in terms of public appreciation of the importance of 
medical care. We can only take a brief look at the evidence. 

An analysis of the impact before 1900 is relatively easy, for there was 
little if any that was significant. Neither the apprentice training of the 
1700's nor the proprietary schools of the 19th century produced practi- 
tioners who were expected to excel those from whom they learned. As a 
consequence, neither medical education nor practice had a savor of their 
own. 

But from the vantage point of 1955 the evidences of the last 50 years of 
increasingly effective medical service are numerous, I can only illustrate. 
The average human life span has been increased from 49 to 69 years. While 
our high standards of living are playing an important part, the lowering of 
infant mortality, the virtual elimination of epidemics and the control of 
most infectious diseases constitute the chief factors in this accomplishment. 

Progress in surgery based upon advances in the prevention of post- 
operative infection and shock, upon progress in anesthesia and upon technical 
discoveries that give increasingly easy access to the body cavities is begin- 
ning to be of importance in the same regard. The significance of this state- 
ment is brought out by comparing the mortality from wounds in the United 
States Army in two world wars: 11 per cent in World War I and 8 per cent 
in World War Il. The difference cannot be accounted for entirely upon 
the basis of the availability of sulfa drugs, penicillin, plasma and blood. In 
the last war medical men in the armies of our allies had these same advan- 
tages but their post-wound mortality rate remained at the World War I 
figure of 11 per cent. I believe the difference is accounted for by the fact 
of the American doctor's superior training in the practice of surgery and 
medicine.* 

The degree of public acceptance of medical care can also be taken as 
evidence of the fact of medicine's effectiveness. The mere enumeration of 
examples should serve to emphasize this point: The increase in the use 
and the increase in the number and kind of hospital beds; the development 
of public health services at all levels: federal, state, city and county; the 
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increasing popularity of hospital and health insurance plans; the establish- 
ment of health services in business, industry and schools; the appearance 
and successful development of volunteer health agencies, and finally, the 
clamor on the part of young people to be admitted to our medical schools. 

It is logical that increased effectiveness would be paralleled by expanding 
service activities and facilities. In 50 years the effectiveness of American 
medicine and all that goes with it has developed to the point where it 
probably now stands among the nation’s first 10 business enterprises. This 
fact alone should be considered as a socio-economic development of no 
little consequence. 

As we view the future, what are the implications of the interplay between 
the health and socio-economic changes that are now so rapidly taking place? 
1 do not pretend to be the oracle that can discuss this with any finality but 
I believe that certain of today’s trends do permit some fairly obvious 
generalizations. 

One of the most important things has been the economic consequences 
of the increasing number of older people in our society and the resulting 
trend toward compulsory retirement at the early ages of 60 and 65. These 
two factors have played an important part in the development of pension 
and security plans under the sponsorship of federal and state governments, 
corporations, unions, fraternal organizations and private insurance com- 
panies that are involving billions of dollars. 

The same can be said for the health and hospitalization plans that are 
being operated by Blue Cross, Blue Shield, corporations, unions, fraternal 
organizations and private insurance companies. I think we can rest assured 
that this type of development will continue and that the time is not far 
away when the entire spectrum of health and medical care—care in the 
doctor's office and the patient's home as well as in the hospital; preventive 
care, the care of all types of chronic illness, rehabilitation as well as the 
care of hospitalized acute illness—will be provided for under the principle 
of the shared risk. 

Another thing that can be pointed out here is the growing importance 
of chronic disease and its consequences. Chronic disease and disability have 
been steadily increasing over the past several years and can be expected to 
increase even more in years to come. Part of this is associated with the in- 
crease in the number of old people—chronic disease and disability increase 
in frequency in this age group. Another reason for the increase in chronic 
disease and disability is the fact that due to wonder drugs and wonder 
surgery, deaths from acute illness and injury are frequently prevented and 
are being replaced by residual or chronic disability. In other words, de- 
formity and disability are frequently being substituted for death. As Alan 
Gregg has said, “We are trading morbidity for mortality.” 

Theoretically this increase in the number of chronically disabled persons 
should add to the financial burden of society. This need not be so as has 
been amply demonstrated by what can be done through the practice of 
rehabilitation—a new specialty that has come out of World War II. This 
development has shown that the vast majority of chronically disabled 


42 


t 


people can be treated and taught so that they can be significantly if not 
completely self-sufficient. 

Lack of time will prevent my indulging further in detailed speculation. 
Obviously there will be many health angles to other social, economic and 
political questions that will face us as time goes on. As in the past, many 
of these will result in tensions and anxieties that will be of health signi- 
ficance. There is another thing that I can only mention and that is that 
as public health and medical knowledge, much of it “made in America,” 
begins to be applied in the underprivileged nations throughout the world, 
the social and economic impact as the result of peoples with lower death 
rates, better health, more energy and a yen for competition is going to be 
something of tremendous significance if we are to hold our place on the 
world’s socio-economic stage. 

I now come to the final section of my discussion, which is the considera- 
tion of the future responsibility of the medical educator, and of the impact 
which medical education will have upon American society. The success 
with which we meet tomorrow's health problems will depend upon the 
research and personnel output of our institutions concerned with all types 
of medical training. 

During the past 50 years medical research has primarily been confined 
to the laboratories, wards and clinics of our teaching medical centers. Medi- 
cal research is now beginning to take on a much broader aspect and is 
moving into the community in the form of surveys, statistical studies and 
even controlled experimentation. This is necessary if significant trends in 
morbidity are to be appreciated and if the ultimate causes of health and 
disease are to be studied. Definite knowledge regarding these matters, trans- 
lated into the prevention and control of disease, is essential if medicine's 
effectiveness is to satisfy the demands of the future. Research of this nature 
will extend beyond the campus of the medical center and, while our in- 
stitutions will continue to be active parties in the work, in many instances 
other agencies, both governmental and private, will be involved. The part 
here that business and manufacturing concerns can play will be of the first 
importance. The financial support of the projects will be as varied as their 
advocates. This will not minimize the responsibility of medical education 
for providing the leadership for research. This is a safe statement because 
our institutions concerned with medical education are the chief source of 
trained personnel for medical research regardless of where it is done or the 
source of its financial support. 

In addition to manpower for research, the provision of personnel capable 
of meeting the peculiar demands of future health service and medical care 
poses the second principal problem for our medical schools. The considera- 
tion is both quantitative and qualitative. 

Currently the question of quantity, that is particularly the number of 
physicians this country needs, is involved in controversy. Regardless of who 
is right or wrong, I think it is safe to say that if the health and medical 
service of tomorrow meets the approaching challenge inherent in the pro- 
motion of health and the prevention and more effective control of disease, 
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and that if our institutions of learning adhere to high admission and edu- 
cational standards, there is very little danger of overproduction. I also 
think it is safe to say that the limited finances that are limiting the size 
and development of our academic and research staffs, the acquisition of 
equipment and the expansion of physical plants are preventing our reaching 
the potential of which we are capable. 

The question of personnel quality is just as important, if not more so, 
than the question of quantity. I believe that the kind of professional, tech- 
nical and administrative personnel needed for tomorrow’s health and medi- 
cal service is not too difficult for us to visualize today. I have just indicated 
that I thought tomorrow's service would demand capacity in the promotion 
of health and the prevention of and more effective control of disease. I 
believe that progress in research will be such that an effective performance 
in these areas will be possible. The most basic problem in education, then, 
will be to select and train individuals to the capacity necessary to put this 
knowledge to work just as rapidly as it is developed. In addition to this, 
the training experience must be such that leadership for the intelligent and 
effective cooperation of the public will be provided. 

In short, if the broad field of medicine is to continue to have a significant 
and positive impact on American society the gap between what we know 
and what we do must be kept as narrow as possible. Since, in the last 
analysis, our medical schools hold the key to both the discovery and dis- 
semination of knowledge, the width of this gap is a direct reflection of the 
effectiveness of our institutions in the training of our doctors, medical 
scientists and of those who work with them. 


Obviously, I cannot go into the details of the educational programs 
necessary to accomplish these ends. I can, however, tell you that in general 
our medical educators are cognizant of their role and responsibilities. They 
are looking to their selection methods and to the basic philosophy and 
modus operandi of their educational programs. They realize that they can 
no longer give complete training for the responsibilities of independent 
medical practice in the four years of the undergraduate period. They are 
looking to the re-evaluation of the internship with the intent of seeing that 
it is related more definitely to the undergraduate curriculum. They are 
beginning to see the place of specialty training and practice in a more 
realistic perspective and in connection with this they are beginning to 
realize that a general manager type of physician must begin to play a 
dominant role in our health and medical service. The training of this 
physician is implied in the manner in which he will probably function. It 
is my thought that primarily he should be qualified to serve as the health 
counsellor throughout the entire life span of any given individual. His 
function will be to maintain and promote health as well as to prevent or 
combat disease. He must be an astute diagnostician, particularly if he is to 
recognize and intelligently control significant disease in its beginnings. He 
must be well trained in mental hygiene and clinical psychiatry. The greatest 
single challenge facing medicine today is in the field of mental health. His 
training in the medical and surgical specialities need go only far enough 
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to give him an understanding of their diagnostic and therapeutic concepts, 
and so that he readily recognizes his limitations and uses the specialists as 
consultants and helpers whenever necessary. In short, one of the fundamental 
responsibilities of this physician will be to guide his patients through the 
complex structure of medical care. Where is this kind of physician more 
needed than in industry, particularly if he can be given whatever addi- 
tional training he needs in the field of industrial medicine? 

Last February I pointed out® that the industrial or commercial concern 
employing large numbers of individuals plus the communities in which 
these individuals live, should constitute the near perfect laboratory in 
which the effectiveness of preventive medicine can be demonstrated. | 
pointed out that here is the cooperative situation in which health inven- 
tories, case finding programs, early treatment and programs of health edu- 
cation can easily take place. 

My reason for suggesting a conference such as this was the hope that the 
challenges for the physician in industry might be delineated and empha- 
sized. I realize that when I made this suggestion I only went half way. So 
I hope that this conference will fill in what I failed to suggest, namely, 
that it delineate and emphasize the challenges that should attract industry 
into supporting the kind of health service I have just implied. I feel that 
if we can properly relate these two challenges and see that this relationship 
is generally understood, the potential for good can be without end. 
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PANEL SESSIONS 


The conferees were divided into four panels—two whose assignment 
was to explore the education of physicians for industry at the under- 
graduate level, the third whose assignment was postgraduate educa- 
tion and the fourth whose assignment was graduate education. The 


panels held three sessions on the afternoon of December 6 and all © 
day, December 7. The panel reports, delivered on December 8, appear 
on the following pages. 


Undergraduate . . . . . Page 47 
Postgraduate. . . . . . Page 54 
Graduate... . . . . Page 58 

A list of the panelists will be found with each report. 


Joint Report of the Panels on the 
Training of Physicians for Industry 
at the Undergraduate Level 


Duncan W. Clark, M.D. reporting 


PANELISTS: 


PANEL A PANEL B 


Stewart Wolf, M.D., chairman E. A. Stead, Jr., M.D., chairman 
Duncan W, Clark, M.D., recorder E. Hugh Luckey, M.D., recorder 
Max R. Burnell, M.D. Elston L. Belknap, M.D. 

C. H. Hine, M.D. Ronald F, Buchan, M.D. 

Joseph C. Hinsey, Ph.D. L. E. Curtis, M.D. 

Robert C. Page, M.D. Samuel B. Harbison, M.D. 
Edward L. Turner, M.D. Arthur F. Mangelsdorff, M.D. 
Leo Wade, M.D. ; Norman Plummer, M.D. 

Roger Williams, M.D. Samuel Proger, M.D. 

Rodney R. Beard, M.D. George M. Saunders, M.D. 
Stanley E. Dorst, M.D. Louis W. Spolyar, M.D. 

J. Wister Meigs, M.D. J. H. Wagner, M.D. 


The two panels on undergraduate education held their discussions inde- 
pendently during the two days of the meeting. The leaders were then asked 
to consolidate the main points into a single report. The compromises neces- 
sary in such a consolidation have robbed the report of some measure of 
freshness and vigor as well as of considerable steam. 


Stewart Wo.r, M.D. 
Chairman, Panel A 
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R. KEHOE and members of the conference: As you know, there were 
D two panels that considered undergraduate medical education, Panels 
A and B. These were under the respective chairmanships of Dr. Stewart 
Wolf and Dr. Eugene Stead. I think either one would have been a more 
appropriate person to present the report. We had a prolonged elimination 
contest in determining who would present the report. When one of the 
recorders left, 1 was outvoted and my services were volunteered for this 
purpose by the two chairmen. 

Late yesterday afternoon the two chairmen and the two recorders and 
the supposed reports of their respective panels collided. Our purpose was 
to produce something equivalent to unity, but as you have long suspected, 
two plus two equals four. Consequently, the printed report contains only 
selected items on which there was minimal agreement in common or what 
certain of the panelists wished especially to bring to your attention. 


Since the reading time of the report is only five minutes, | have been 
given permission to add such comments as may capture to a fuller degree 
the exchange of discussion and what went on in at least one of the panels. 
As a result, most of what I will have to say is not in the printed report but 
will take its cue from certain selected sections in it. 


When we began our working conferences last Tuesday afternoon, I am 
sure many noted upon entering the Mellon Institute that elsewhere on one 
of its floors a seminar was in progress on celestial chemistry. Fortified by 
the example of the courage implied in taking on such a subject, we opened 
with an attempt to examine an equally difficult, if more mundane subject, 
namely, “What is an industrial physician?” 

This seemed a rather logical first question for a medical school if it is 
going to present the field of industrial medicine to its students and to 
identify its practitioners, but it will interest you that we were unable to 
define what is an industrial physician in terms that all would accept. Our 
failure isn't so important as were the reasons that surrounded it. 

Our debate over “What is or who is an industrial physician?” centered 
upon the effort to specify the minimal characteristics that would warrant 
the designation. It was denied by some that one is an “industrial physician” 
simply by virtue of his employment by industry for medical services that are 
usual and identical with those he provides in ordinary private practice. 
But there were others of us who saw in this an implication of exclusiveness, 
or, at least, the appearance of it, that in its practical effect would be limiting 
to the present necessary efforts to reach and advance physicians so engaged 
in part time industrial activity or otherwise performing medical functions 
on behalf of the industry. 
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It was thought that this, too, would be limiting to the faculties of medical 
schools who need address themselves to responsibilities for the postgraduate 
education of physicians. And, incidentally, in this comment there is no 
intent to imply that the panelists had any disagreement over the status and 
recognition of the part time physician offering predominantly preventive 
and health promotion services. 

Finally, the effort to define “What is an industrial physician?” was 
abandoned in favor of a supposedly more neutral topic, “What is occupa- 
tional medicine?” There was rather quick agreement on this, and we con- 
ceived the field as follows: That occupational medicine is concerned with 
the prevention of disease, the maintenance and promotion of health of 
employed persons in a group setting, as well as the health of the community 
as it is affected by the industry, and the health of consumers as affected by 
its products. 

The concepts contained in this definition at least identify the primary 
areas of responsibility of one who would practice occupational medicine 
either full time or part time. , 

Other elements that found varying degrees of support among the panel- 
ists included the treatment of diseases arising out of the industrial environ- 
ment, and rehabilitation. There were some who would add other ranges 
of therapy, depending upon local and possibly upon transient health needs 
of the population under care. 

This definition of occupational medicine, however useful it is in iden- 
tifying the main elements most necessary in modern occupational medicine, 
did not serve to resolve the differences of opinion on the status of physicians 
who are in industry but may not be thought to be of it. 

This has considerable meaning to medical education and its obligation 
in the preparation of students. The fact that we were told that something 
like 70 per cent of the working population are in small plants, and the 
majority must be cared for on the job by nonindustrially qualified physi- 
cians, is a poignant and sobering thought. 

In considering further the question of the industrial physician, and 
especially the recruitment of industrial physicians, there was concern about 
an apparent lack of interest by students in entering the field. It was sug- 
gested that this might be due to the fact that the physician in industry is 
concerned principally with problems that seem intangible to the medical 
student and that there might be lacking in this practice, in the mind of the 
student, the satisfaction that goes with the continuing treatment and care 
of a patient. 

Not noted in the report is still another explanation, and that is that 
possibly we don’t present well what the field actually is. For this reason 
it was evident that it is necessary to give the student of medicine a quite 
full picture of the range of the medical interests that characterize industrial 
practice. 

We were indebted to Dr. Beard for suggesting a trim outline of the 
range of functions of the industrial physician, which are listed as follows— 
activities he pursues obviously with the help of the allied health professions: 
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First, curative services, meaning by this either first aid for occupational 
and nonoccupational injuries and illnesses, and definitive care for occupa- 
tional disease. 

Second, preventive services of a medical nature in a range of things with 
which you are quite familiar: job placement examination, periodic medical 
examination, health education of both group and individual type, specific 
preventive measures, and epidemiology. 

Third, preventive services of an environmental nature: general and 
special sanitation, accident prevention and community health. 

Fourth, the administrative function: the maintenance of records, advice 
to management on policy formation and so forth. 

There were some panel members that felt that “curative services” should 
be listed last, in order to preserve the proper emphasis on the primary 
functions of one who is an industrial physician. 

A further commentary was added from one of the panels that had a 
bearing on one of the above functions. In the absence of a well described 
picture of the field of industrial medicine, and with only limited oppor- 
tunity to view its techniques in action, medical students may be unduly 
impressed with certain special programs practiced in their particular lo- 
cality. There was in this regard a view expressed by some that a major 
impact of industrial medical practice on the medical school and on medical 
education is already evident in the periodic health evaluations done for 
industry by teaching hospitals. The growing demand for this, it was thought, 
may threaten the absorption of medical services and facilities to a degree 
that imperils the current supply. Moreover, there was doubt in the minds 
of some as to the validity of the periodic checkup when conducted as an 
elaborate routine. Students, who learn largely by precept, may even con- 
clude that, because these examinations are done in a teaching hospital, 
they constitute an ideal form of medical practice. 

Then we turned to the aims of medical education, particularly with 
reference to industrial medicine, and the question was raised: “Leaving 
out of consideration the qualified full-time industrial physician, who is a 
product of graduate training, is there any need for the undergraduate 
curriculum to do more than provide a good fundamental training in medi- 
cine and other standard fields; or should new contents be brought into the 
curriculum to serve the needs of those who will practice industrial medicine 
without being industrial physicians?” 

The response was strongly in the affirmative. 

This, of course, is not to ignore the value of the Association of American 
Medical College’s set of recommendations on the objectives of medical 
education, the fulfillment of which in preparing the student for medicine 
would obviously solve many of the present difficulties in industrial as well 
as other forms of medical practice. Nor does this belief that other things 
are needed discount in any way the valuable contributions that are current- 
ly being made in the growing number of comprehensive medical care 
demonstrations in many of the medical colleges. These are of recent vin- 
tage and may not be familiar to some of you. The attention in such demon- 


4 

\ 


strations to the study of the ambulant patient, and the family in the home, 
and the opportunity for the cultivation of appropriate attitudes in render- 
ing health services—these have obvious implications to the training of future 
physicians for all types of practice. 

Consequently, a further refinement of aims, specifically with reference 
to industrial medicine, was sought. It was noted and stated very well, | 
thought, by Dr. Meigs: that the contribution of the industrial physician 
may reside especially in his ability as a student and observer of hu:nan 
function. The effective functioning of man in society, as a recognized goal, 
is in some ways a peculiarly American trait. The doctor is expected to con- 
tribute to this by helping each individual use his physical, mental, social, 
and even spiritual capacities to the maximum. Every medical student, it 
was thought, should be taught to take a history in terms of function, that 
is, how and to what extent the patient has used these several capacities in 
the past. Only when a physician knows how a patient has used his capacities 
in the past can he understand the present disability, or advise wisely regard- 
ing the patient's future opportunities to function as a whole person. 

It was realized in this, of course, that the occupational is but one of many 
spheres of functioning. But disturbances in other spheres of life bear on 
efficiency on the job, and commonly result in consultation with the in- 
dustrial physician. 

There then followed a critical analysis of quality of history-taking among 
physicians and the need for improvement in the instruction of students in 
this skill. Just as psychiatrists have in recent years contributed to this form 
of instruction, so too might physicians oriented to the problems and needs 
of occupational health add their perspective. 

The aims of a curriculum that would give due recognition to occupational 
medicine are implicit in the specific suggestions on content offered by one 
of the panels. These include at least the following: instruction in what 
industrial medicine is; the organization of industrial health services; work 
men’s compensation laws and practices; the responsibilities of the physician 
in reporting and certification; and only a general understanding of what 
constitutes the occupational environment, its variability, the nature of 
occupational hazards, and where in the community the doctor need look 
for expert help for such problems. 

The mere mention of the subject of the requirements on the doctor for 
reporting and certification of disability touched off a critical discussion of 
the temptations to abuse in this practice. It was thought that failings on 
the part of some physicians are a threat to the profession as a whole and 
even threatening to its perpetuation as a profession. 

In the instruction of students, it was recommended that the practice of 
ethical medicine be taught as a concrete necessity of good medical care, 
aside from the still more fundamental reasons that such be done. 

On the question of where such instruction should be provided, it was 
agreed that occupational health should be the concern of all departments 
of the medical school. But in view of the preventive and constructive aspects 
of occupational health, and since the subject deals with groups, it would 
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seem that generally and usually the department of preventive medicine and 
public health should be responsible for the basic orientation and presenta- 
tion of the subject. Further, clinical departments should emphasize and 
exploit the occupational aspects of disease as their regular responsibility; 
otherwise, the earlier introduction will have been in vain. 

I would like to make reference to a recent meeting of the Association 
of Teachers of Preventive Medicine on the subject of occupational medicine, 
which was held less than a month ago. I think it a manifestation of the 
increased interest of teachers of preventive medicine in their responsibility 
in this. 

This group has been meeting for approximately 12 years. Never pre- 
viously, to my knowledge, had they devoted an entire meeting to this 
subject. I think you will be pleased to hear that this was the largest and 
best attended meeting we have ever had. You might say, “What can you 
accomplish in a one-day sprint?”’—because it was only a one-day meeting, 
but a rather unusual effort was made to prepare and annotate an extensive 
agenda and bibliography, something close to 50 pages of material distributed 
in advance to the 10 round tables. This may seem a lot, but it was mainly 
an effect of enlisting the thoughts of many participants prior to the meeting 
itself. In all, 10 teachers of preventive medicine were appointed chairmen 
of round tables and invited to form local committees of adjacent teachers 
of preventive medicine and to arrange the agenda they wished. 

Some organized local committees; the majority did not. The majority, 
and it should be no surprise to you, called upon those in their local com- 
munity who were experts on the subject of industrial medicine, and this 
had the effect of making new connections and associations for certain of 
these teachers. 

They invited certain of their associates to open discussion on different 
points of the agenda. The net effect was that many teachers who had not 
given a great deal of attention to this subject in the past have had their 
interest aroused in it. The focus was not on what to teach and how to teach 
it, but the focus was this: “What are the most interesting aspects of indus- 
trial medicine? What are the most interesting things in your experience?” 
The supposition in this, of course, was that our interests would be aroused 
by a better understanding of what is of concern to you, particularly in 
those areas of your practice most adjacent to what we normally teach in 
preventive medicine and public health. 

Accordingly, we held round tables on such subjects as absenteeism and 
productivity, employability and employment, rehabilitation, medical care, 
the prevention of disease, disability evaluation, disease prevention and so 
forth. 

A noteworthy point was that we invited approximately 30 physicians, 
representative of industrial medicine, to come and serve as resource con- 
sultants to us. Their response was extremely generous and they were very 
helpful in the preparation of some preparatory materials. In all, I think 
this a good sign and manifestation of the degree of interest that teachers 
of preventive medicine have in this field. 
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Turning now to the question of how the teaching of industrial medicine 
should be presented or integrated, several examples were cited of schools 
where stafls competent in industrial medicine took part in the instructional 
program of a variety of other departments’ work. It is not just a matter 
of contributing subject content but that of imparting attitudes as well. For 
this reason, very often industrial physicians are asked to take part in the 
out-patient teaching, and this is a very useful role and place for them to 
assist. 

We had examples of extra-mural field wips, and even in one instance 
the opportunity for students of examining employees in a sheltered work 
shop with the object in part to consider job design and the capacities of 
handicapped persons to perform in them. 

There were several other suggestions with respect to the recruitment and 
the source of the industrial staff that might assist. It was suggested it is a 
useful, and I think a common practice, for medical school teachers to be 
invited into the industrial setting as consultants or lecturers. This is a two- 
way street and we were also told of a practice of industry employing half 
time in their service, for clinical purposes or research, or both, a man who 
would spend the remainder of his half time as a teacher and investigator in 
the medical school. In addition, the increasing use of graduate students 
and fellows seems to have promise of another useful source of teaching 
personnel. 

In reorganizing the curriculum, or in making the adaptations that are 
necessary, it was thought that extensive adaptation of the curriculum is 


probably not necessary; there is necessary a shift in emphasis in the de- 
partment of public health and preventive medicine and the utilization of 
opportunities of teaching the principles of industrial medicine as they arise 
in all of the clinical fields. 


There are specific meanings in all of this to a faculty. There is the 
necessity of increasing the awareness of the faculty in this general field. 

One final point: It is obvious that occupational medicine, itself, is co- 
extensive with all of medical practice and on this account lends itself to 
rather easy incorporation in the existing framework of the medical cur- 
riculum. In the design of curricular adaptations toward this purpose, the 
body of knowledge that students must learn and the associated attitudes 
they need to develop stand to gain in generous measure by adding the 
dimensions available from those who are students of the relations of occu- 
pation and health. Thank you. 
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haem REPORT represents the conclusions of the discussion group regarding 
the subject of postgraduate education in industrial medicine. 

Postgraduate education was defined at the outset as any and all attempts 
at programs of education apart from those usually designated as under- 
graduate or graduate. The intended audience for such educational efforts 
was divided, for discussion purposes, into three groups: physicians who 
have no industrial afhliation, physicians who have a part-time affiliation 
with industry, and fulltime physicians who are seeking “refresher” on 
special subject reviews. It was early apparent in the discussion that there is 
a large segment of practicing physicians who are quite unaware of the real 
nature of modern industrial medicine and, indeed, who are not at all 
interested in learning about it. It was felt that some sort of approach to 
this group could be valuable but the problem of interesting such physicians 
to attend a discussion of industrial medicine was a difficult one. It was 
felt that he might best be reached in the normal channels of his hospital 
or medical society relationships. Two particular avenues were explored: 

1, That of having the regular meeting of the local medical society in the 
plant at the invitation of management with a planned program and tour. 

2. Reaching him in the regular hospital staff conferences. 

Other possibilities of stimulating interest and understanding might be 
a placement service operated by a county medical society, activity from 
manufacturers’ associations, and the like. It was generally agreed that any 
attempt at a form! program labeled as industrial medicine could expect 
very poor attendance on the part of these physicians, 

A discussion of M. D. Day in the plant led to three things deemed worthy 
of emphasis: 

1. That occupational medicine does not compete with private practice 
but works in close cooperation and, indeed, is a referral agency for the 
private practicing physician. 

2. That industry has a legitimate interest in employee health and the 
establishment of effective preventive medical programs in industry. 

8. That in many ways, the industrial physician can be of material assist 
ance to the private practitioner in work assignment for his patient, in 
understanding the occupational exposures, in referrals of cases and many 
other ways. 

It was felt that anything resembling propaganda or criticism should be 
avoided in such sessions. Other ways of reaching the physician without an 
industrial affiliation were reviewed. Suggested methods were through: 

1. Joint action between a local medical society, a medical school and the 
Academy of General Practice. 

2. Organized medical groups such as the American Medical Association's 
Council on Industrial Health, Industrial Medical Association, American 
Academy of Occupational Medicine, and American Academy of General 
Practice. 
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Medical periodicals. 
. Voluntary health agencies. 

Foundations. 

. Chambers of commerce. 

. Official health agencies. 

8. Insurance companies. 

It was recognized that there must be a coordinating body to plan and 
execute any programs using as channels one or more of the organizations 
in the above list. 

The second group, the physicians who have an interest in industrial 
medicine or have part-time afhliation with industry, were deemed much 
easier to reach and more interested in learning opportunities in this field. 
A number of different approaches to this group were considered possible. 
Some of them are: 

1. Teaching institutes of one to five days up to two months. 

2. Courses offered on a weekly basis for a period of four to twelve weeks. 

3. Barnstorming programs using individual instructors or groups. 

4. Night courses. 

5. Summer courses. 

It was recognized that the nature of the teaching program must be 
governed by the local conditions. 

Whether the course is long or short, it was felt by the group that basic 
course content should include the following: 

1. General principles and scope of occupational medicine. 

2. Medical policies in industry. 

8. Organization and administration of in-plant programs including ad- 
ministrative relationships. 

4. Staff. 

5. Facilities. 

6. Procedures and programs. 

7. Special problems and techniques, including such things as absenteeism, 
sickness benefits, workman's compensation, professional relations with out- 
side physicians, safety, industrial hygiene, occupational disease control and 
clinical problems. 

Depending upon the length and depth of the course, additional course 
content might include specialty problems in related fields such as derma- 
tology, x-ray, ophthalmology, surgery, etc. Certain general conclusions were 
reached regarding teaching methods. It was considered most desirable, 
wherever possible, to use clinical material and a case presentation. Where 
considerable material must be presented in a short time, lectures are neces- 
sary, but where time is available, seminar discussions and the case teaching 
method was considered preferable. 

The full-time physician who seeks additional training either for broader 
orientation or for study of specific subjects has available to him now many 
good presentations in a variety of locations. The committee considered that 
the need for this group was presently being met to a considerable degree 
and the remainder of the discussion period dwelt upon the problem con- 
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fronting those who have met the qualifications for admission to examina- 
tions by the specialty board in occupational medicine but might well be in 
need of further study opportunities, particularly in certain aspects of pre- 
ventive medicine, such as epidemiology, biostatistics, etc. It was felt that 
this was a temporary need but one that should be met. The group unani- 
mously agreed that anything resembling a “cram” course organized primarily 
for the purpose of preparing candidates to pass examinations is to be avoided 
and actively discouraged. Candidates should be guided in procedures for 
preparing themselves to take the specialty examinations. It was felt that 
such guidance would require a minimum of a two-week course with the 
understanding that it would represent orientation and guidance for the 
physician to help him to pursue further his own studies of those areas in 
which his knowledge needs strengthening. It was felt that there would exist 
in this situation a need for instruction in some of the basic sciences of 
public health such as biostatistics, epidemiology, communicable disease, 
sanitation and environmental medicine. 

Consideration should be given to publication of a list of suggested read- 
ing to assist those who are preparing to take the examinations. It was 
thought that it might be desirable to stimulate preparation of a series of 
articles dealing with those topics upon which the candidates will be ex- 
amined and to include in those articles appropriate reading lists. It was 
further considered that graduate schools in the very near future should 
prepare themselves to meet this educational need and to furnish assistance 
to specialty board candidates. 


Because of the responsibilities of most industrial physicians, it was felt 
that few would be able to attend such courses of guided study for longer 
than a two-week period. For those able to participate in courses of longer 
duration, it was suggested that modification of some of the existing two- 
month courses might be needed to meet this specific need. 

Representatives of teaching institutions who were present showed a keen 
interest in cooperating and participating in these special courses. 
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HE PANEL ON graduate education carried on discussions on five items per- 
tinent to graduate education in occupational medicine: |. definition and 
scope of occupational medicine; 2. the graduate training curriculum; 3. 
standards and approval mechanism; 4. training facilities; and 5. the present 
situation. Each of these was considered by a small sub-panel which had the 
responsibility to develop a semi-finished statement which, in turn, was fully 
discussed by the entire panel. Our final product is a statement on each of the 
five agenda items, all of which have the concurrence of the full panel. The 
five statements appear below. 
|. Definition and Scope of Occupational Medicine 
A. Definition: 

“Occupational medicine is that branch of medicine which deals with the 
relationship of man to his occupation, for the purposes of the prevention of 
disease and injury and the promotion of optimal health, productivity and 
social adjustment.” Considerable discussion was devoted to the question con- 
cerning whether industrial medicine and/or industrial health should be in- 
cluded in the definition. It was felt that these two terms were implicit in 
the general understanding of the words “occupational medicine.” 

B. Scope of Occupational Medicine 
1. Preventive and constructive medicine 
a. Clinical measures to prevent disease and disability and to promote 
optimal health. 
b. Environmental control for the promotion of health, comfort and 
productivity. 
. Curative medicine 
a. Care of the sick and injured at work, and their rehabilitation. 
b. Management of occupational diseases. 
. Administrative medicine 
a. Departmental organization and administration. 
b. Medical records and biostatistics. 
c. Consultation and coordination in relation to employee services, wel- 
fare and benefits. 
. Education and research 
a. Employee health education. 
b. Departmental staff education. 
c. Medical-public relations. 
d. Research. 
Il. Curriculum of Graduate Education 
1. Basic sciences 
. Biostatistics. 
. Epidemiologic technique. 
. Environmental physiology. 
. Industrial hygiene. 
. Applied toxicology. 
. Pathology of occupational disease. 
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g- Human engineering, including psycho-physiology. 

h. Preventive medicine and public health. 

Clinical training 

a. Diagnostic aspects of medical and surgical specialties as they relate 
to occupational medicine. 

b. Diagnosis and treatment of occupational diseases. 

c. Care of emergencies. 

d. Rehabilitation. 

e. Mental health. 

Ancillary activities 

a. Medical and business administration, including budgets, interde- 
partmental relations, layout, personnel and public relations. 

b. Legal aspects, including compensation law and insurance systems. 

c, Community facilities and relations. 

d. Health education and industrial psychology. 

e. Engineering principles (mechanical, electrical, safety). 

f. Industrial processes and methods. 

Research projects 

Field training (one year) ' 

The purpose of this year is to put into practice, under supervision, 

that which has been learned in the previous two years. The trainee 

should have actual experience in the four areas of activity listed under 

scope, above, as these are carried on at the medical department, and 

should participate in the daily work of the department according ;to 

the principles described in the report of the Committee on Education 


and Certification of the American Academy of Occupational Medicine, 
dated December 1954. 


Ill. Standards and Approval of Training Facilities 
(Developed with the assistance of Dr. Edward Turner of the Council on 


Medical Education and Hospitals of the American Medical Association.) 

The function of passing formal judgment upon the graduate training pro- 
grams in occupational medicine is clearly that of the Council on Medical 
Education and Hospitals of the American Medical Association, in line with 
its general responsibility for the approval of residency programs of the medi- 
cal specialties. It is likely that the normal practice in this regard will be 
as follows: 

The council will rely upon the American Board of Preventive Medicine, 
and especially its component on occupational medicine, for a statement of 
training requirements in this field. Once such a statement has been devel- 
oped, the council, in cooperation with the board, will carry on the necessary 
field activities of inspection and approval. 

The council will look upon training programs as their composites rather 
than as their separate fractions. That is to say, the academic portion and the 
field portion of a total training program will be appraised together. The 
council will thus hold the university faculty responsible for the quality of 
field training. 

There is in this no implication that a given university center and a given 
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field facility are to be invariably tied together in the training of a given 
physician. The field facility may receive for training physicians from any 
university training center that has been approved for training in occupa- 
tional medicine. The situation here is, trom the council's point of view, anal- 
ogous to that of a university hospital which admits for residency training 
physicians who have had their earlier training elsewhere. 
IV. Present Facilities for Graduate Training in Occupational Medicine 
A. The present training centers, their qualities, and locations were dis- 
cussed but they are not listed in this report. 
B. Standards and approval mechanisms 
The curriculum for graduate training should be provided only by a 
university because the university: 
1. Is specifically designed and geared for teaching. 
2. Provides diversification of discipline and teaching facilities. 
3. Is concerned primarily with the teaching of principles rather than 
practice. 
Has available the required ancillary departments and source ma- 
terial. 
Can assure the standardization of courses and the pursuit of knowl- 
edge according to some design. 
6. Can give formal recognition to acquisition of knowledge. 
C. Geographic location 
For the purposes of the training herein described a university should 
be located as follows: 
1. In an industrial area where there are adequate numbers of em- 
ployed groups. 
2. Where there are industrial medical departments that are available 
for the training program. 
D. Administrative considerations 
The training facility should be located in a university with a medical 
school or school of public health which will provide the required facilities, 
assume financial responsibility and appreciate fully the discipline of occu- 
pational medicine. In any case, the facilities of certain other schools and de- 
partments should be available: 
1. Engineering. 
2. Chemistry. 
3. Law. 
4. Business administration. 


V. Present situation 

A. The present supply of certified physicians in the field of occupational 
medicine will number between 150 and 200. It was agreed that under ideal 
circumstances, all physicians engaged in the full-time practice of occupa- 
tional medicine should possess board qualifications. 

B. The proper indoctrination of the student at the undergraduate level, 
the improvement of standards of practice of occupational medicine, and the 
extension of graduate training programs will provide the best inducements 
for recruitment. 


61 


. 


C. The question of financial support was also discussed and it was agreed 
that during the years of academic training, financial support should be en- 
couraged. It can be expected that the trainee will be remunerated during his 
in-plant year in accordance with his service to the industry. 


Summation and Comment 
on Panel Report 


Vernon W. Lippard, M.D. 
Dean, Yale University School of Medicine 


‘To WORST JOB a man can be assigned at a conference is that of summar- 
izing the summarizers. Had I known how effectively your chairmen and 
recorders would carry out their assignments, I would not have let myself in 
for it. The best I can offer are a few comments which reflect what one man 
has been thinking about during the past two days. 

For the neophytes in this field of industrial medicine, this has been a most 
stimulating experience and I am sure I speak for the other deans and pro- 
fessors of medicine and surgery in telling the experts how deeply indebted 
we are to them for their wise counsel and the time and effort they have given 
to this conference. This is the way educational programs should be devel- 
oped—through the combined efforts of the educators and men who have 
gained knowledge in the field through practical experience. 

The task which Dr. Kehoe assigned to us in his opening remarks was to 
consider the adaptation of medicine to an industrial community. The mag- 
nitude of this challenge was impressed upon us by the other speakers. We 
were impressed with the fact that good industrial medicine, if properly de- 
veloped, can improve the individual effectiveness and maintain the maximal 
industrial capacities, within their physical limitations, of some 65 million 
industrial workers and that this is the concern of both the employer and 
the employee. It also became apparent that good preventive medicine is not 
reaching the majority of workers—in fact, very few outside of the large cor- 
porations. 
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Even among the experts there seemed to be, at the beginning of the ses- 
sion, some disagreement as to just what constitutes industrial (or occupa- 
tional) medicine. The best conclusions that | could draw independently 
were these: 

1. That it involves at least the immediate care of traumatic injuries but 
that this aspect is of diminishing importance, particularly in the large indus- 
try, because of improved safety measures. 

2. That it is always concerned with the prevention, and to varying degrees 
the treatment, of essentially occupational diseases but that their occurrence 
varies with the industry and they are practically absent in some. 

3. That the prevention of nonoccupational illness should be of increasing 
concern because the effectiveness of the worker can be decreased just as com- 
pletely by an emotional disturbance as by a broken leg. This involves greater 
attention to health education and counseling, periodic health examination 
and the practice of a good deal of what I like to call “preventive psychiatry,” 
which is in the province of every physician—not just the psychiatrist. 

4. That the industrial physician must give more attention to keeping 
people well. It is granted that in the present state of our ignorance, this is 
often a pious hope and differs from prevention of illness in philosophy more 
than in technique. 

I should call to your particular attention the definitions and limitations 
of the scope of occupational medicine included in the report of Group D. 
Had this been available at the opening of the conference, much time would 
have been saved. This bears repetition. 

“Occupational medicine is that branch of medicine which deals with the 
relationship of man to his occupation for the purpose of the prevention of 
disease and injury and the promotion of optimal health, productivity and 
social adjustment.” 

As I knew before we started, no single formula for education in the field, 
adaptable to all schools, has been developed. How the various schools may 
take advantage of the deliberations over the past two days will depend upon 
their locations, organizations and personnel. With this consideration in 
mind, let me comment briefly on the reports which you have just heard. 


Undergraduate Education 

I was glad to discover that no mention was made of the necessity for estab- 
lishing a separate department for instruction in this field at the undergradu- 
ate level, although in those schools where a department or subdepartment 
has or will be organized for graduate or postgraduate instruction and re- 
search, its services will be useful. The general idea, with which I am heartily 
in agreement, seemed to be that our primary responsibility to the student is 
to make him more aware of the influence of industrial life on the health and 
well-being of his patients and to orient him concerning the role of the indus- 
trial physician in comprehensive medical management. 

In many schools primary responsibility for this instruction will fall on the 
department of preventive medicine, although I believe it can be made most 
meaningful if there is participation of a man experienced in industrial 
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medicine. To have such a man give a few lectures only is, in my opinion, 
inadequate but I believe this method should not be neglected because it may 
provide the only means of introducing the student to the total concept. Of 
equal importance is the day to day contact in the wards and OPD with men 
who are vitally concerned. 

Obviously, many of the elements of industrial medicine are found in the 
standard curriculum but are not labelled as such—for example, minor sur- 
gery, preventive medicine, a certain amount of toxicology and environmen- 
tal physiology, and rehabilitation. Those elements which are lacking such 
as industrial hygiene, business administration, compensation law, industrial 
psychology and engineering principles belong at the graduate level just as 
do the more highly technical and specialized aspects of other medical and 
surgical specialties. 


Postgraduate or Continuation Education 


The basic problem this group had to face was the fact that no matter how 
good the watering trough, you have trouble in getting the horse to it and 
then in getting him to drink. Getting physicians in general to become ac- 
quainted with the problems of industrial medicine and sympathetic to them 
is a long-range problem. I feel confident that this problem will be solved 
within the next generation if the recommendations of the panel on under- 
graduate instructions are followed—I think they will be. Progress has been 
made in recent years, before this conference, and with increased recognition 
and respect for the specialty the young physician will grasp its significance 
just as he has the field of psychiatry over the past 10 years. 

Education of the part-time industrial physician, who I understand is re- 
sponsible for whatever occupational medicine may be available in the 99 
per cent of industries employing under 500 people and to the 70 per cent of 
the workers employed in those industries, is a much more serious and more 
urgent problem. The community will not be willing to wait another genera- 
tion for its solution. The worker in the small industry has just as much right 
to good occupational medicine as the worker in the large industry and he 
will demand it. 


The mechanics and most of the skills necessary to institute effective con- 
tinuation courses in this field are available in many medical schools but they 
will need the stimulation and assistance of experienced men. As to the pre- 
cise arrangements and content of these courses, | have nothing to add to 
those mentioned in the report. Obviously, there can be no stereotyped 
method. It must be adjusted to the local situation and demand. The one 
caution I would emphasize is that attention be given to content rather 
than propaganda. 

The third phase of this report deals with a temporary problem which I 
hope will not arouse too much panic, i.e., preparation of the several hundred 
physicians who may be eligible for board certification in the next few years. . 
As has been true at the time of introduction of several other specialty boards, 
men already in the field, some well and many very inadequately trained and 
not covered in the grandfather clause, will clamor for certification. The 
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older and well established men in the category should probably be advised 
to forget it. For the younger ones, opportunities to fill gaps in their knowl- 
edge should be provided—not in cram courses covering the whole field in a 
month but rather in courses established or to be developed in special areas 
such as biostatistics, etc. which can be offered by departments of public 
health and industrial medicine. There is no easy channel for this group and 
if it should become too easy, the whole certification program will be cheap- 
ened. As has been the case in other fields, the period of eligibility for exami- 
nation without formal graduate training will probably have to be limited. 


Graduate Program 


Examination of this report gives the uninitiated the best concept of what 
will probably be the future of industrial (or occupational) medicine. We see 
in it the proposed emphasis on such phases of preventive medicine as biosta- 
tistics and epidemiology, on such bridges between medicine and the social 
sciences and engineering as the study of community facilities and resources, 
legal and insurance problems, industrial psychology and human engineering; 
also areas of medical science not mastered by the average physician such as 
applied toxicology and environmental physiology. Certainly such a program 
will provide the industrial physician with a collection of special knowledge 
and skills to meet the challenges of industry not possessed by the men in 
other fields of medicine or any other profession. 


There are two practical questions about the program which bother me. 


The first is as to where a sufficient number of men are to receive this training. 
There are perhaps a half dozen medical schools or combined medical schools 
and schools of public health in the country that could attempt to offer such 
a curriculum and some of them are so limited in staffs and facilities that they 
would have to limit admission to a very small number. From the standpoint 
of the university, this is an expensive program, even if all existing resources 
are utilized and even when they are existing, someone has to pay for them. 


My second question relates to the cost to the student. After eight years of 
education at the university level, the physician entering any other specialty 
survives through about four more years of hospital training for his board, 
room and a stipend of from nothing to $150 per month but at least there is 
no further out-of-pocket expense. This program could not cost him less than 
$4,000 for the first two years, assuming that, as in the field of hospital admin- 
istration, the industry to which he is apprenticed in the third year would 
pay him a modest stipend to cover living expenses. The promise of addi- 
tional income in subsequent years to compensate for this added educational! 
investment does not seem great. In summary, I foresee the need for subsi- 
dization of both the educational institution and the student. 

Before closing, let me make one more point to emphasize the remark Dr. 
Goldstein made at the dinner last evening. If the community (and I include 
educational institutions and industry) is to support this program, it needs 
more than faith to justify that support. In curative medicine and surgery, 
the beneficial results can be readily substantiated. Preventive medicine of the 
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type envisaged in this program is still on trial. It is up to you to prove that 
it is as effective as we think it is. 

Finally, let me take this opportunity to thank the staff of the National 
Fund for Medical Education for organizing this conference, the U. S. Steel 
Foundation for financing it, the Mellon Institute for housing it, and Dr. 
Homer Turner of the U. S. Steel Foundation for his personal interest and 
participation far beyond the call of duty. 
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PRE-SYMPOSIUM LUNCHEON 
Wesster Hore 


December 8, 1955 


Upon the conclusion of the panel reports, Mr. Colt entertained the 


panelists, the gentlemen scheduled to speak at the symposium, and 
a group of leading Pittsburgh corporation executives at a reception 
and luncheon. 
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REPORT ON A SYMPOSIUM 
ON 


MepicAt EpuCATION AND INDUSTRY 


HELD AT 
THe MELLON INSTITUTE 
Pa. 


December 8, 1955 


Following the conference and its concluding luncheon, leading 
corporation executives in the Pittsburgh area, members of the 
Allegheny County Medica! Society and members of the Pittsburgh 
Personnel Association were invited to join the panelists at a Sym- 
posium on Medical Education and Industry. 
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Left to right: Stanley E. Dorst, 
M.D., dean, University of Cin- 
cinnati, College of Medicine; 
Dr. Joseph C. Hinsey, direc- 
tor, The New York Hospital- 
Cornell Medical Center; Ed- 
ward L. Turner, M.D., secre- 
tary, Council on Medical Edu- 
cation and Hospitals, Amer- 
ican Medical Association. 


Left to right: William Sey- 
mour, senior vice president 
Liberty Mutual Insurance Co.; 
Cc. H. Hine, M.D. Medical 
Director, Shell Devel- 

+ C y and Leo 


Wade, M.D., “Medical Direc- 
tor, Esso Standard Oil Co. 


Left to right: 5. Sloan Colt, 
Fund president, accepts oa 
$100,000 check from Harry W. 
Anderson, vice president in 
charge of personnel, General 
Motors Corp. This represents 
GM's 1955 contribution to the 
Fund. 
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Left to right: S. Sloan Coll, 
Fund president; Gen. Matthew 
B. Ridgway, chairman, Mellon 
Institute; M. J. Rathbone, pres- 
ident, Standard Oil Company 
(N. J.): Cliferd F. Hood, 
president, U. S. Steel Corpo- 
ration; and Robert A. Moore, 
M.D., vice chancellor, Schools 
of the Health Professions, Uni 
versity of Pittsburgh, and 1955- 
56 president of the Association 
of American Medical Colleges. 


Left to right: Norvin C. 
Kiefer, M.D., chief medical di- 
rector, Equitable Life Assur- 
ance Society of the U. S.; 
Clinton S$. Golden, former 
executive director, Trade Union 
Program, Graduate School of 
Business Adm., Harvard Uni- 
versity and Dr. Edward R. 
Weidlein, president, Mellon In- 
stitute. 


Left to right: Richord C. 
Wolmer, M.D., manager, 
dustrial Hygiene Foundotion, 
Mellon Institute: Robert 
O'Connor, M.D., medical di- 
rector, Liberty Mutual Insur 
ance Company ond Clifford F 
Hood, president, U. S. Steel 
Corporation. 
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Symposium on 
Medical Education and Industry 
December 8, 1955 


PRESIDING 


S. Sloan Colt 
President 


National Fund for Medical Education 


ADDRESS OF WELCOME 
Gen. Matthew B. Ridgway 


Vice President in Charge of Personnel 
General Motors Corporation . . . “Medicine and Manpower” 


M. J. Rathbone 
President 
Standard Oil Company (New Jersey} . . “Our Debt to Medical 
Science’ 
Clifford F. Hood 
President 
United States Steel Corporation 
Rising Health Standards” 


Chairman 
Mellon Institute 
Robert A. Moore, M.D. 

President 

Association of American 

Medical Colleges . . . . . . . « “Medicine Tomorrow” 

Harry W. Anderson 
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Opening Remarks 


S. Sloan Colt 


President, National Fund for Medical Education 


_ HIS MEETING—a Symposium on Medical Education and Industry—is the 
concluding session of a three-day conference on the education of physi- 
cians for industry. It brought together outstanding medical educators and 
leading corporation medical directors to explore ways in which medical stu- 
dents—the doctors of tomorrow—can be better prepared for practice in an in- 
dustrial society. 

The participants met together in general session Tuesday morning. There- 
after they split up into panels and remained in close session Tuesday after- 
noon and all day Wednesday. This morning they met in another general 
session to discuss the findings of the panels. 

This has been a most stimulating and fruitful conference—one from which 
I hope both medical education and industrial medicine will profit immeas- 
urably in the years to come. 

A full report on the conference will be sent to all medical schools and to 
the leading corporations in the country. 

It is truly a cooperative venture. It was sponsored by the National Fund 
for Medical Education, the Association of American Medical Colleges and 
two councils of the American Medical Association: the Council on Indus- 
trial Health and the Council on Medical Education and Hospitals. 

The expenses of this conference were generously underwritten by the 
United States Steel Foundation, Inc. Arrangements were made by a commit- 
tee of medical directors and educators headed by Dr. Robert A. Kehoe, direc- 
tee of medical directors and educators headed by Dr. Robert A. Kehoe, 
of the Kettering Institute at the University of Cincinnati College of 
Medicine. 

Now in this final meeting we are turning to some of the broader issues 
involved in the promotion of better health and living standards. We have 
asked officials from three of the nation’s leading corporations to share their 
views with us and we have asked the president of the Association of Ameri- 
can Medical Colleges to speak for the nation’s 81 medical schools. 
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First, however, I want to thank the Mellon Institute for its generosity in 
making its facilities available to this conference and symposium. 

The Mellon Institute is an excellent example of one of the ways in which 
industry and medicine can work jointly for improvements in working con- 
ditions and in the industrial environment. 

Its aims are similar to those of the National Fund for Medical Education. 
One of our aims, to be sure, is to mobilize new sources of financia! support 
for the nation’s 81 medical schools—chiefly from corporations. Another aim 
is to help bring about a better understanding and a closer working relation- 
ship between medical education and business corporations. 

We believe strongly that if industry and medicine can learn to work more 
closely together, they can bring the benefits of medical science more readily 
to the American people. If by more active cooperation, we can help strength- 
en medical education, improve public health facilities, raise the standards of 
practice, expand plant health programs and foster health education for the 
workers and their families—if we can help bring these things about, we will 
have conferred a blessing on this nation second only to the attainment of 
world peace. 

Progress is measured not only by new discoveries but also by the use to 
which they are put. It is not only important, therefore, that we uncover new 
health knowledge; it is equally important that we make the best possible 
use of it. 

In a dynamic and increasingly complicated society such as ours, this re- 
quires the joint efforts of many segments of our population: the medical pro- 
fession, business and industry and labor as well as our health departments, 
our schools and the press. 

There is a growing realization of the economic and social importance of 
good health. Steadily rising health and living standards are essential to con- 
tinuing prosperity. As Meyer Kestnbaum, one of the Fund's trustees and 
chairman of the Committee for Economic Development said not long ago, 
“Only in a completely healthy society will the arts and sciences be able to 
achieve their full potential, and man reap the full harvest of his knowledge 
and skills. 

“To lay foundations for such a society is the joint responsibility of all of 
us: the businessman, the worker, the doctor, the teacher, and the political 
and civic leader.” 

Mr. Kestnbaum has thus expressed one of the guiding principles of the 
Fund. The medical schools are constantly making new knowledge available. 
To exploit its full potential, we must work together nationally as well as 
locally. 

And now I wish to call on those gentlemen who have kindly joined us to- 
day at this Symposium. 
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ADDRESS OF WELCOME 
Gen. Matthew B. Ridgway 


Chairman 
The Mellon Institute 


General Matthew B. Ridgway welcomed the guests on behalf of The 
Mellon Institute and expressed his hope that meetings such as this would 
continue, since they would ultimately lead to a closer understanding be- 
tween medical educators and industry. 


(General Ridgway spoke extemporaneously and no transcript is avail- 
able.) 
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Medicine Tomorrow 


Robert A. Moore, M.D. 
President, Association of American Medical Colleges 
Vice Chancellor, Schools of the Health Professions, University of Pittsburgh 


mos INDIVIDUAL who speaks about tomorrow in medicine is in the same 
class as the obstetrician who cannot escape his mistakes. After a diag- 
nosis of pregnancy, the truth will come out in something less than nine 
months. Fortunately, few except in politics take the trouble after a decade to 
reread a paper, compare predictions and events, and call the attention of 
the author or prophet to his mistakes. 

The problem of planning for the future is probably more pertinent in 
the field of education than in any other area of human endeavor. Funda- 
mentally, education is designed to prepare young men and women to become 
worthy members of the society of the future. Hence, we must plan carefully 
so that we may not be charged with educating people for a world that does 
not or will not exist. 

Similarly, when we think about and plan a program for a part of our 
civilization and our society such as medicine or better health care, we must 
consider how the program will be influenced by other segments of society, 
and how these other segments will have an impact on our program. Society 
is too complex and too interrelated today for any group or any program to 
isolate itself, and live and work in an ivory tower. 

Therefore, let me turn first to some aspects of life in the world and in the 
United States today which have been, are, and will have or should have an 
influence on plans for education, research and care in the health area. It is 
difficult for me to arrange these in any order of importance or priority, and 
I ask you therefore not to attach significance to the order in which I discuss 
them. 

One which certainly must be placed close to the top of the list is the in- 
dustrialization of our society. America is almost unique among the countries 
of the world in the degree and types of industrialization. We are just begin- 
ning to receive the full impact of it on our life in terms of redevelopment 
of the downtown city, suburbanization of both businesses and homes, super- 
highways, to mention only a few. 

Health care is involved in this readjustment in many different ways. First, 
a new specialty of medicine called variously, occupational health or indus- 
trial medicine has evolved. Physicians, nurses and others are taking special 
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educational programs to prepare them for service in this field. It is clear 
that universities must, in increasing numbers, organize formal and informal 
courses and those in universities must work in close liaison with industry. 
At the University of Pittsburgh, occupational health is one of the five major 
departments in the graduate school of public health and we propose to give 
every possible support to it in the coming years. 

A second impact of industrialization on health care is in hospitalization. 
Our cities grew in the last century and first part of this century under a plan, 
conscious or not, of large hospitals in the main city. Since World War HI, 
there have been great expansions and new construction of what are termed 
suburban hospitals. Here in Pittsburgh, as an example, several hundred new 
beds in the suburban area have been built. In one instance, there are plans 
for expansion within two years of the opening of a new suburban hospital. 
A few very rough figures taken from the reports of the American Medical 
Association may serve to point up the problem. In the decade between 1943 
and 1953, the number of hospital beds in the city itself increased about 10 
per cent, while the beds in the county outside the city increased almost 30 
per cent, and in the surrounding counties of Western Pennsylvania by about 
18 per cent. In the same period, the relative percentage of birth in hospitals 
of the total births in city and county increased by 3 per cent in suburban 
hospitals and decreased the same amount in the hospitals within the city. 
In other words, as people increasingly work and live in the suburbs, they 
naturally seek their health care there. It would appear that we have some 
planning to do to integrate the hospitalization programs. 

A second major problem in the coordination of health care in a changing 
society relates to the increasing mass and complexity of scientific knowledge. 
The overall response to this has been specialization, in such areas as I have 
already mentioned occupational health. However, in many aspects, special- 
ization in the health professions as well as in other fields, has lacked any 
type of unifying and coordinating force. Each profession and each specialty 
has formed in some degree, to use a colloquial American political expression, 
a pressure group. It is proper that in our way of life we should have pressure 
groups. Many advances in the satisfaction and abundance of life have come 
from pressure groups. But, from time to time, as each group moves forward 
by itself, we must also look at the whole and give emphasis to a unifying 
force. 

Let me discuss, as an example, undergraduate medical education. As 
knowledge has increased, the length of the educational program has in- 
creased from a few years of preceptorship in the last century to not less than 
18 years of post-high school education today for a specialist; and I believe 
soon every physician will be a specialist. The general practitioner today is 
a specialist. He differs from what are generally called specialists only in the 
breadth of his specialty. 

The time has already passed when we can continue this process of adding 
years to education as knowledge increases, and this increase in knowledge is 
proceeding in a geometric progression. We must return to some fundamen- 
tals. In the undergraduate medical curriculum we must make it possible for 


74 


3 


the student to learn that which should be known by all physicians. This 
must include the basic processes and facts upon which any type of future 
specialization and knowledge can be structured. For example, in the field of 
occupational health, industry will have better health care in the long run 
if we do not give separate and identifiable courses in occupational health to 
the undergraduate student, but rather that we strengthen the course in physi- 
ology to include experiments and seminars in basic environmental physiol- 
ogy; in the course in pharmacology, give basic facts about the types and 
effects of toxic agents; and in the clinics and ward rounds during the clinical 
years, bring out the relation of disease to environment—what has been called 
in England social medicine. 

Whenever | discuss this problem of general versus special education in 
medicine, I recall a situation during the war. There were many suggestions 
that we should give courses in tropical medicine, in traumatic surgery, in 
treatment of mass casualties, and others. However, when the British were 
surrounded at Tobruk and evacuated the ill and injured by sea, it was an- 
nounced that 85 per cent of those evacuated had the same diseases or injuries 
seen in civilian life. The student who has a firm grasp of respiratory physiol. 
ogy and respiration with an open chest, is equally capable of dealing with 
a penetrating war wound of the chest, a crushing industrial injury of the 
chest and a wound in an automobile accident in which the steering wheel 
penetrates the chest. 

What I am attempting to say is that in the medicine of tomorrow, what 
we want in undergraduate medical education is not more specialization, but 
less specialization and more emphasis on fundamental processes and facts 
oriented to the problems of a changing society. 

A third major factor in our modern society which is and will have an 
effect on health care is the changing age of our population and the conco- 
mitant change in the nature and needs of health care. 

I need not belabor the point to you of the relative increase of older indi- 
viduals in our population, because it concerns industry and every aspect of 
our society, as well as health care. However, let me cite just a few figures 
from a recent report of the Commission on Chronic Illness. About 60 per 
cent of the persons surveyed who were in their 60's had some chronic condi- 
tion, while the figure was only 20 per cent of those in their 20's. The rate 
per 1,000 persons surveyed for arthritis and rheumatism was 14 for those 15 
to 34 years old, 70 for those 35 to 64, and 223 for those over 65. The days 
spent in bed per person per year for a chronic disability, was about one or 
two days for those in their 20's and over five days for those in their 60's. 

What do figures of this type mean to the medicine of tomorrow? As I see 
it, they mean many things. First, that medical education should be oriented, 
not specialized, to the problems and disease of the older person. Just as with 
industrialization, the courses in biochemistry and physiology may well enter 
into the basic changes in metabolism with aging. Thus, if the student un- 
derstands the essentials of the action of drugs in the older person, he need 
not have a special course in the administration of anesthetics to patients 
over 70. 
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Second, I believe the changing age of our population means we must give 
greater emphasis to rehabilitation. To put it bluntly, we could reach a point 
at which there would be insufficient young working people to earn enough 
to support the older disabled and retired group. For this economic reason 
as well as humanitarian reasons, we should bend every effort to making 
every person a full member of our economic and social life. Most people are 
happier when they are productive and a needed part of society. 

A third effect of the population on health care relates to the need for 
health care. If the demand for health care were level throughout life, the 
health professions could safely increase in number in direct relation to 
population. But, the older person becomes ill oftener and stays ill longer, so 
that every older individual added to the population almost doubles the need 
for physicians, nurses, hospital beds, and like items. Add this to another 
aspect of modern life—the greater utilization of hospitals—and we have a 
major problem for the medicine of tomorrow. 

Let me cite just a few figures for Allegheny County, Pennsylvania. In 1943 
there was a population of about 1,451,000, and there were 6,083 hospital 
beds, in hospitals registered by the American Medical Association. In 1953 
the population was 1,542,000 an increase of 6.3 per cent, and there were 
6,936 hospital beds, an increase of 14.0 per cent. The occupancy rate in these 
two years was 82.96 per cent and 82.62 per cent respectively. In other words, 
an 8 per cent greater increase in hospital beds than in population did not 
influence occupancy rate. In terms of hospital days this is about 150,000. 

And, the end of these two trends—relative increase in older population, 
and greater utilization of hospitals—is not in sight. This is not the place to 
debate the question of how many physicians we would have or need, other 
than simply to express my personal opinion that we need and will need 
more. In the same breath, I want to say also that to accomplish this, we 
should not push the present schools to an enrollment which will endanger 
quality of education, but rather concentrate on new schools. In the belief 
that the public at large is not fully aware of what has been done by the 
schools in the last decade to help solve this problem, let me cite a few figures. 

In 1945 there were 78 medical schools in the United States and they ac- 
cepted 6,135 freshmen. In 1954, 10 years later, there were 81 schools which 
accepted 7,489, an increase of 1,354 or 22.1 per cent. At the moment, there 
are four more new medical schools being organized. In contrast with many 
other collegiate and professional courses, medicine has an extremely low 
drop-out rate. Of the 7,032 students in the class entering medical schools in 
the fall of 1949, 91 per cent had graduated by June 1954, five years later. 
We in the schools, think this is still low, and are devoting attention to better 
selection and better educational programs. 

But, let me return to the broader problem of how to meet the increasing 
demands for health care. I believe one solution is emerging, that is, more, 
and a broader spectrum of health care on an ambulant basis. This should 
and can relieve the pressure on hospitals for admission and concentrate 
their special facilities on those who truly need them. If we are to have more 
ambulant care, we must organize for it. One reorientation which I see is the 
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bringing together of personne! and facilities for health care of the ambulant 
patient in the same way we have for the hospitalized patient—that is in clin- 
ics, organized and operated by the health professions themselves. 

In close relation is another major problem of medicine tomorrow—the 
cost of health care. Any one of us who has paid bills for an extended illness 
in recent years could wax eloquently on this topic. I place the cost of health 
care as the principal topic, rather than health insurance, because | believe, 
the latter is one of the solutions of the problem, not a problem in itself. My 
suggestion that there be more care at the ambulant level, is another solution. 


However, a solution to which we must apply ourselves most diligently is 
that of management engineering. Procedures and techniques of health care 
have for the most part evolved and not been planned. It is true that many 
procedures are professional and one cannot increase the efficiency of a pro- 
fessional treatment by a time and motion study. But there are many points 
at which we can attack the problem of costs and decrease them without 
change in quality. It has been done in industry, and can be done in health 
care. 


The solution through insurance is basically sound, but we are far from a 
totally satisfactory basis. Presently available insurance has so many limita- 
tions and stipulations that it does not provide the protection needed against 
catastrophic illness. What we most need in my opinion is insurance against 
the top of the bill not the bottom, and with no exceptions. Most people can 
pay or budget for $100 or even $200 of health care but they cannot for 
$1,000 or $2,000. 

The final point about medicine tomorrow which I wish to discuss is a 
change in viewpoint from disease to health, with particular reference to men- 
tal health. We have named our center here, the University of Pittsburgh 
Health Center rather than medical center to exemplify that viewpoint. The 
important thing to the individual is preservation of health, both physical 
and mental. 

There must be an increasing emphasis on preventive services to everyone. 
In industry preventive programs in safety have lowered the accident rate and 
put money in the pockets of employees and employers. If the professional 
health schools through research and education can accomplish as much in 
prevention of physical and mental disease, the investment would pay off 
large dividends to the American people. I suspect that soon we may see a 
new specialty in practice of medicine—a physician to whom people go to 
preserve their health and prevent disease; just as today they go to surgeons 
and internists to cure them of disease. 


In the area of mental health, our approach has changed from the insane 
asylum to the institutional care program. It is clear that there are not enough 
physicians, nurses and attendants, and money to keep on building and stafl- 
ing more and more hospitals to institutionalize the mentally ill. 

We must start investing in research to cure and prevent, and in training 
of men and women to help people, children and adults over the difficult 
spots in life such as in Child Guidance Clinics. A dollar invested in seeing 
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that a child becomes an integrated useful member of society will come back 
a thousand fold. 


Thus, I come to the end of my attempt to portray, in a few minutes, what 
I see in the medicine of tomorrow. In this, I have tried to discuss the inter- 
play between health care and the society and civilization in which it exists 
and functions. The points which seemed worthy of discussion were: Indus- 
trialization of our society, the increasing complexity of scientific knowledge, 
the changing age of the population, the cost of health care and the increasing 
importance of preventive services, particularly in mental health. There are 
probably others, but I shall have to leave them for another time. 
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Medicine and Manpower 


H. W. Anderson 
Vice President in Charge of Personnel, General Motors Corporation 


T IS A PLEASURE to participate in this significant meeting and to have the 
I opportunity to speak on the subject “Medicine and Manpower.” 

Why this continuing and increasing concern on the part of management 
with the health of employees? We may say there is a legal responsibility to 
provide safe and healthful working conditions. We may also say that the 
good health of its employees is good business for the company. Many years 
of experience have shown this to be true. But certainly our concern goes 
beyond these considerations. It recognizes, above all, that the employee is an 
individual, with his own talents, problems, characteristics and attitudes—in 
many instances closely related to the state of his health. 

The developing and broadening concept of industrial medicine is ex- 
pressed by the very terminology we use. Years ago, the doctor in industry was 
listed under the title “chief surgeon.” He did his work in a “plant hospital” 
or a “first-aid station.” His job was to patch up the injured employee. Today, 
we employ “medical directors” and “industrial physicians.” ‘They do their 
work in “medical departments.” Only a small part of their time is taken up 
with the treatment of employees who have been injured in plant accidents or 
who may be suffering from an occupational disease. This reflects the great 
progress made in industrial safety and industrial hygiene. It enables the in- 
dustrial physician to devote the major portion of his time to the much more 
constructive field of preventive medicine. 

Broad health maintenance programs are easy to outline. However, health 
is a very personal matter. The needs of the individual must receive prime 
consideration and we have tried to build our medical services around this 
concept. 

It is basic in selective placement. We try to match the capacities of the 
individual to the requirements of the job to be filled. Our industrial physi- 
cian makes a good preplacement physical examination of the new applicant. 
But if he is to be placed properly, more is needed than an appraisal of his 
health. The physician must know the demands of the job to which this par- 
ticular employee is to be assigned. When he is assigned to a job whose de- 
mands are within the capacity of the individual, the first step of a good 
health maintenance program has been accomplished. It has been our experi- 
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ance that absenteeism and turnover can be materially reduced when we prop- 
erly match these two basic factors. 

Periodic examinations of established employees is the next step in a broad 
health maintenance program. Human beings as well as the materials placed 
in finished products are subject to stresses and strains. Knowledge of how 
each worker is reacting to the type of environment in which he has been 
placed is basic in protecting his good health. It is at this point that we begin 
to see the relationship between medicine in the company and that in the 
community. 

During the various examinations conducted by the industrial physician he 
is afforded the opportunity of diagnosing nonoccupational diseases in their 
early stages. The responsibility of the industrial physician is one of fact- 
finding. Prompt referral to the private practitioner, whose responsibility is 
that of treatment, frequently brings under control a condition which might 
otherwise have gone undetected and resulted in a prolonged period of dis- 
ability. Industrial medical department records are replete with examples of 
this. Early tuberculosis, diabetes, heart disease, cancer, gastro-intestinal dis- 
orders, are increasingly being recognized by means of these routine check- 
ups. Although the conditions may not be as acute, these examinations also 
bring referrals to the dentist and the ophthalmologist. 

The employee is now in a much better position to take the steps necessary 
to the maintenance of his own health and that of his family. This is due to 
the broad coverage provided under benefit programs such as sickness and ac- 
cident insurance, medical and surgical care, and hospitalization. 

We believe the industrial physician also makes an important contribution 
to health education. Perhaps this is most effective when handled on an indi- 
vidual basis in direct contact with the employee regarding a health problem 
with which he or a member of his family is faced. Much also can be done 
through company publications. Our employees show an interest in the health 
articles published each month in GM FOLKS magazine. Booklets on health 
subjects have been among the most popular materials made available to 
employees through our Information Rack Service. Just as an indication of 
what this means, we have distributed 6,895,990 booklets on 35 health subjects 
since 1948. The interest of employees is such that we now must provide 
about 350,000 copies of each booklet we put in the racks. Employees take this 
material home to their families, and there is every evidence that it is a con- 
structive influence toward better understanding of health problems. 

We look upon community health as a team effort and our industrial physi- 
cians cooperate fully with the other physicians in the community toward this 
objective. We encourage plant visits by county medical societies as one means 
of promoting better understanding of common problems. Over the years 
these have proved to be quite effective. 

We believe one of the challenging opportunities in the field of industrial 
medicine lies in research. Few doctors are offered the opportunity, enjoyed 
by the industrial physician, to observe a large and relatively stable group 
over an extended period of time. In addition the industrial physician has 
available quite complete records on personal histories and illnesses of em- 


+4 
2 
4 
3 
a 
4 
é 
4 
of 


ployees. Furthermore the employee can be seen not only when he is ill but 
also when he is well and at work on his regular job. We encourage our in- 
dustrial physicians to undertake research projects, and we believe there is an 
opportunity to do more in this field in the future. 

The industrial physician makes a very important contribution to good 
employee relations. In impartial surveys made in our plants we have found 
repeatedly that the employees have reacted most favorably to the facilities 
of the medical department and to the services provided by the industrial 
physicians and the industrial nurses. 

The doctors and nurses serve the employees in a professional capacity 
We believe it is most important that this professional status be maintained 
at all times. The physical demands of a job; an employee's request for 
transfer from one type of work to another; a request for a sick leave of 
absence; the extent of disability; when to return to work after an illness 
—we believe all these questions should be evaluated from the viewpoint 
of a physician who is exercising his best professional judgment. 

Once a decision has been made we do not believe the industrial physician 
should be drawn into any controversies which may ensue as a result of a 
union grievance. We think they should be handled by staff members expe- 
rienced in union negotiations and collective bargaining. But it has been 
our experience that where the decisions are made on this professional basis 
there are few grievances; such decisions are respected by all parties con 
cerned, 

The evolution and development of our own health maintenance program 
is in itself a tribute to the fine work performed by our staff of some 160 
industrial physicians. They have established themselves and the importance 
of their function through the countless evidences they have provided in 
terms of services to employees and in the value of their counsel to manage- 
ment. 

I have indicated that a great deal is expected of our industrial physicians. 
As in any other field, adequately trained personnel is mandatory if success 
is to be attained. I know that in the past three days you have seriously dis 
cussed the best ways in which medical personnel may be trained to discharge 
these responsibilities. I will be most interested in reviewing your conclusions. 

We believe there is much the medical schools can do, even in the under- 
graduate years, to give the student a better understanding of what is 
encompassed by this growing specialty—industrial medicine. A better under- 
standing will be of great value to all young doctors—even to that great 
majority who do not choose this field but enter general practice or one of 
the other specialties. It will be of value because almost inevitably every 
doctor will be concerned with some of the inter-relationships which exist 
between the industrial physicians and other doctors in the community. 

Specialization in industrial medicine as such comes in the postgraduate 
years. You may be familiar with General Motors’ contribution in 1950 of 
$1,500,000 making possible the establishment of the Institute of Industrial 
Health at the University of Michigan. We have also recognized that much 
of the specialized training for young men entering this field is, after all, a 
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responsibility of industry itself. Accordingly, we have had in operation for 
several years a program equivalent to a one-year residency in industrial 
medicine. We now have some 15 medical directors who have completed 
this program. We add about five each year and would like to have more. 

I have been discussing medicine and manpower from the point of view 
of the employer. You are also interested in manpower for medicine. You 
may recall that last January General Motors announced an expanded 
program of support for higher education under which $50 four-year scholar- 
ships are awarded each year to outstanding high school seniors with the 
student free to prepare for the career of his choice. The first group entered 
the colleges and universities this Fall, and 303 have indicated the field in 
which they wish to specialize. Those of you who represent the medical 
schools will be particularly interested in knowing that 30 are looking for- 
ward to careers in medicine, They are an outstanding group and will be 
knocking on your doors for admission about 1959. 

There is great significance in the very meeting you are holding here 
today—bringing together representatives of the nation’s medical schools and 
the corporations which, through the National Fund for Medical Education, 
are contributing to their support. In the final analysis, industry must depend 
upon the nation’s medical schools for the personnel required to staff its 
industrial medical departments and carry on its broad health maintenance 
programs. These programs have long since proved themselves. 

We believe that our industrial physicians make real and valuable contri- 
butions to the individual employee. Further than that, they have proved 
themselves to be an important asset in helping to maintain and strengthen 
sound and constructive relationships in our plants. 
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Our Debt to Medical Science 


M. J. Rathbone 
President, Standard Oil Company (New Jersey) 


Lt. AMERICA, of course, owes a tremendous debt to medical science. As 
A individuals we could not live so long nor so well were it not for the 
progress made by the medical profession. Every group in our society has 
benefited from its advances. 

American industry, which today provides the jobs, the material goods 
and services supporting our high living standards, is one important group 
whose achievements have been increased thanks to advances made in medical 
science. Operating under the same free enterprise system that fosters the 
medical profession, management in industry recognizes that these achieve- 
ments—regardless of technological advances, even automation—are due pri- 
marily to the effectiveness with which each employee performs his job. Even 
though a few great men have succeeded in spite of physical or mental disa- 
bility, it is quite obvious that the effectiveness of most people is directly 
proportionate to their health. 

Those in public health and industrial medical service, in medical re- 
search, teaching and clinical practice who have aided in improving health 
and reducing disability thus have greatly increased our chances of being 
effective in our jobs. 

Industry, however, acknowledges still another and more direct debt to 
the medical profession—one that goes beyond their services in developing 
vaccines to prevent disease, tests to recognize it, or drugs and operations to 
cure it. 

We know, for example, that as a result of placement examinations given 
by our medical departments each employee will be assigned to work for 
which he is physically and temperamentally suited, and he will not become 
a hazard to himself or his fellow workers. We know our employees are pro- 
tected by, and enjoy having, a healthy working environment. And we are 
also aware that health maintenance examinations and health education 
programs have helped to make our employees more efficient and productive, 
giving them a greater enjoyment of life and at the same time reducing in- 
dustry’s loss of time and money due to illness. 

But perhaps most important, we recognize the value of our medical peo- 
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ple in a variety of areas not normally regarded as being related to medicine. 
At Standard Oil Company (New Jersey), for instance, we seek their advice 
as full-fledged staff counsellors on human and social problems. These in- 
clude matters having to do with employee and public relations, employee 
benefit plans and retirement programs, medical aspects of techniques for 
the selection and development of supervisors and executives—in fact, in any 
area where they are qualified to give an opinion. In all of these activities, 
the confidential doctor-patient relationship is maintained. 

We value the doctor's counsel as we do that of other staff members for 
the simple reason that his experience gives him a significant background of 
knowledge concerning the needs, moods, motivations and reactions of peo- 
ple. This reliance upon the doctor is in line with management's obligation 
to have available at policy-making and operating levels every aid that can 
help assure more effective employees. 

As one illustration of Jersey Standard’s indebtedness to medicine in gen- 
eral and to our own medical people in particular, the last 10 cases of active 
pulmonary tuberculosis among our employees were discovered by the com- 
pany’s medical department—and not one of the 10 cases had previously 
shown a single symptom of tuberculosis. Moreover, the incidence of this 
disease among Jersey employees is appreciably lower than it was just a 
few years ago. I realize, of course, that tuberculosis is on the decline 
throughout the United States due to improved methods of treatment. Still, 
we are glad to have in our company the calibre of medical service that: finds 
such cases in time for the employee to have the greatest possible opportu- 
nity for prompt and complete recovery. 

The petroleum industry is one where you might more readily expect this 
appreciation for the contributions of medical science. Almost of necessity 
it was a pioneer in industrial medicine. For it seems to be part of the stub- 
born nature of oil that it most often exists in remote places—in swamps and 
steaming jungles, in mountainous regions and in deserts—in short, in those 
areas throughout the world where the prevention, control and treatment 
of disease remain as major problems. 

Jersey, for example, although a holding company, has afhliates which 
operate in more than 100 different countries. Carrying out its early explora- 
tion and producing activities over such a wide range of geography and 
climate, it faced difficulties which, though not so serious, were like those 
confronting the builders of the Panama Canal. It was in this period that 
the petroleum industry learned the need for having good doctors as well 
as good engineers. Had that lesson not been learned well, great quantities 
of one of man’s most important sources of energy would have remained 
buried and useless. 

Industry came to realize many years ago that an effective medical service 
was not limited to the handling of injuries, that its most exciting possibili- 
ties lay in steps that would prevent disease while maintaining and improv- 
ing employee health—in other words, in the practice of preventive medicine. 
And, like other managements that have enjoyed the benefits of good medical 
staffs, we at Jersey are glad to acknowledge the extent to which we, our 
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employees, our owners and our customers are indebted to medical science. 

I think you can see from this brief outline of the importance of industrial 
medicine that today’s management relies heavily on the medical profession 
for advice and counsel in shaping personnel policies as well as in actual 
company operations. The fact is that each field of endeavor—whether it be 
the oil business, the steel business, the arts, government or education—is 
dependent on people, and it can prosper only to the degree that these people 
are capable, healthy human beings. The true measure of America’s debt to 
medical science is amply reflected in the present prosperity and well-being 
of all its citizens—corporate or individual and in every walk of life. 


Industry's Stake in 
Rising Health Standards 


C. F. Hood 
President, United States Steel Corporation 


SHOULD LIKE to say at the outset that it is a genuine pleasure to partici- 
I pate in this symposium and to express, on behalf of United States Steel, 
the deep concern we hold for employee health in industry. If American 
industry is to meet the challenge of greater economic and social achievements 
in the years ahead, it must be aware of the prospects that reside in industrial 
medicine. Of course, this starts with and includes the fundamental matter 
of adequate personnel, properly trained in America’s medical colleges. 

All of us at one time or another have been intrigued by the advent of 
complicated mechanical devices capable of performing miraculous tasks. 
There are so-called “mechanical brains” with electronic memories that 
compute mathematical problems which have baffled the human mind. 
There are industrial machines for example, which can take a piece of raw 
steel and cut, stamp, shape and weld it into a finished product with almost 
unbelievable accuracy. 

When one considers complexity, however, all of us will agree that none 
of these devices compares with the highest developed of all organisms—the 
human body. My admiration for those who accept the responsibility of 
keeping it in operation is exceeded only by my professional amazement at 
this masterpiece of engineering design. It produces 180 million red blood 
cells a minute, utilizes 72,000 cubic feet of air every day and is sustained by 
a 10-ounce pump required to push four quarts of liquid through 100,000 
miles of capillaries, arteries and veins. 

Beyond this, I understand that there are almost 800 types of diseases 
which can affect its efficient operation. Add to this the mysterious and 
interlocking workings of the human mind—hopes, desires, fears, frustrations, 
pleasures and other motivations—and the challenge to keep the human 
body functioning reaches staggering proportions. 

Tremendous strides have been made in the medical field since the time 
of Pasteur, Koch and Ehrlich. Perhaps Sir William Osler could foresee 
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what was to occur when he predicted that preventive medicine would be 
“the medicine of the future.” And so it is, also, that farsighted members of 
American industry visualize the growing necessity of emphasizing health- 
centered rather than disease-centered medicine, and initiating preventive 
rather than curative medical programs in the industrial environment. We 
realize in industry that the general health of every member is of importance 
to his continued efficient performance, as well as to the realization of his 
personal aspirations on and off the job. 

Industrial medicine, however, is just beyond the incubation stage. It was 
conceived as an essential part of industry's organized safety efforts. If safety 
had been its only objective, one could say that industrial medicine has 
served its purpose well. But more than this, the industrial physician can 
look with pride upon a relatively new branch of medicine which he helped 
to create and which looms before us now as a field of such importance that 
it has given rise to this series of conferences on the education of physicians 
for industry. Safety will always be of paramount importance. | am confident 
industrial medicine will continue to make its contribution to industrial 
safety efforts. However, I look forward to the time when industrial medicine 
will involve itself to a greater degree in a much broader range of application 
of medical skills and knowledge to the development and maintenance of 
an effective working force. In this way it can make an even greater contri- 
bution to the continuing success of the company. 

One might say, therefore, that industry's objectives in medicine find their 
basis in the progress that has occurred in the past half century. Among the 
most significant contributions of this nation to the advancement of man- 
kind as a whole is the work of the American medical profession, from edu- 
cators to practitioners. I speak not only of the tremendous achievements of 
medical science, but also the role that has been played by our nation’s 
physicians in improving sanitation, in raising health and nutrition standards 
among our people, and in leading the way toward better medical facilities. 

It is against this backdrop that one can visualize the potential of indus- 
trial medicine. It seems imperative to me that if industry is to meet its 
responsibility to its employees, its owners and the public, it must consider 
industrial medicine as an instrument by which advances in medical science 
can be applied to our industrial needs. I believe you will agree that industry 
is not asking too much, moreover, when it seeks to meet these responsibili- 
ties with assurance that progress within industrial medicine will match 
ultimately the progress realized in medicine as a whole. 

In a discussion as limited as this, it is impossible to cover a wide field 
but I should like to touch upon a few points nevertheless that to my way 
of thinking represent the type of industrial medicine we seck and need in 
industry. For example, more needs to be known about individual suscepti- 
bility to toxic conditions in certain industrial environments. The medical 
profession is aware of the increased understanding of chemical reactions 
within the body, such as biochemical changes in cancerous human tissues. 
You are aware, also, of the ability of medical science to induce or retard 
temporarily certain infirmities through the injection of chemical substances. 
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When I first received an inkling of these discoveries and the hope held 
for eventual progress in these areas, I naturally thought of them from the 
standpoint of an industrialist. 

We in industry are presently and constantly confronted with the prob- 
lem of changing practices, altering equipment or installing safeguards 
wherever toxic conditions are detected. ‘This naturally creates psychological 
problems among personnel. It can retard production, affect customer rela- 
tions and sometimes result in unexpected and exorbitant expense. It may 
well be, therefore, that as industrial medicine comes into full bloom, the 
knowledge of these chemical reactions will find application in reducing 
toxic response by changing the reaction capacity of the individuals to such 
hazards. While this may appear to be a rather extreme example, it is to my 
mind not inconceivable. 

Going a step farther, greater awareness of the effect of early infectious 
diseases on adult life indicates that different, even radical, approaches may 
be forthcoming in such areas as safety and one’s individual outlook toward 
his job and his fellow employees. Even such matters as diet, I am told, 
might have more influence on a man’s mental processes and behavior than 
may now be realized. New knowledge of why such elements as copper, zinc, 
manganese and cobalt are required in minute quantities in the human body 
may aid in overcoming glandular and systemic disturbances. 

The discovery that certain chemicals can produce profound personality 
changes, makes one wonder if certain emotional disturbances, negative atti- 
tudes, perhaps even accident proneness, may not in the future be approached 
by chemical or physiological methods, rather than continuing to fall en- 
tirely in the realm of the psychological. 

Industrial management itself already has adopted numerous preventive 
measures which might be the groundwork for what remains to be done. I 
have in mind such matters as valid psychological measurement of an indi- 
vidual’s capacity for leadership. In United States Steel, we also endeavor to 
meet our problems in what might be termed their “preclinical” stage, 
through the elimination of hazardous materials where practical, and the 
effective control of dust, fumes, gases and other air contaminants by proper 
design of production equipment. Consideration of radiation producing 
devices, as another example, is accompanied by the establishment of control 
standards and specifications, as well as the training of plant personnel to 
assure adequate protection. These joint medical-management efforts, how- 
ever, are merely a foundation for what remains to be done in the form of 
all-inclusive programs of preventive medicine in industry. 

There is, of course, still another factor of industrial medicine which is 
important not only to business management, but to the physician and the 
medical educator as well. It is the matter of cost. It cannot be denied that 
industrial physicians, medical educators and management, and those forces 
that exert an influence from the outside, have tended at times to view the 
cost of industrial medicine emotionally rather than from a sound economic 
basis. 

This aspect of industry has a positive and definite value. It deserves 
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budgetary treatment in the same manner as any other segment of business, 
whether it be production, sales, accounting or research. Somehow in some 
way, a yardstick must be developed to assay the value of industrial medicine 
in terms of what the medical profession is able to contribute to industry 
in the final analysis. I know that this cannot be measured as of the moment, 
but visualizing the culmination of what has been discussed in this series of 
conferences, | would say that its value should be substantial. , 

We are at the point where the precise nature, substance and depth of 
our industrial health problems are not fully known. This condition, how- 
ever, must be faced by any science which endeavors to cross a new and 
challenging threshold. The medical profession is no doubt approaching 
problems in the practice of industrial medicine and training in medical 
colleges with the same searching eye the steel industry surveyed what were 
once thought to be insurmountable problems. For instance, we crossed a 
great number of metallurgical horizons during the past century due to a 
changing panorama of new industries. In 1900, the temperature of steam 
was considered a radical heat for steel, but the advent of electric power 
and the introduction of the turbine urged metallurgists to develop steels 
that now operate beyond a 1,000° Fahrenheit and at rotating speeds 1,000 
miles per hour. 

The 1930's marked the rapid growth of the appliance industry and the 
development of the all-steel automobile body. Again, steel industry scientists 
applied their knowledge toward the production of steels which could endure 
deep and severe draws in fabricating parts for the consumer trade. And so 
it has been on many occasions—steel for millions of hypodermic needles, 
steel for rocket engines and, at this moment, steel for man-made satellites 
beyond the earth's atmosphere. 

In industry, we deal to a great extent with inanimate objects. In the 
medical profession, you deal exclusively with the animate. But in each 
instance, it is enterprise engineering, or the practical application of knowl- 
edge, which can achieve constantly rising standards of perfection. The task 
ahead, then, is to visualize both in medical training and practice the needs 
in industry and formulate such knowledge into new and effective programs. 

It is said that our scientists hold the world in the palm of their hands, 
and while I for one believe that medical science contains a great force, indus- 
try needs from medicine assistance in preventing industrial injuries and 
occupational diseases and better methods of diagnosis and treatment. By 
the same token, industry needs the assistance of medical science to keep well 
people well; to keep able people able. In industry's terms that means keep- 
ing productive workers fully productive. And to some degree this can and 
is being done now. In the further development and application of this 
aspect of medical science lies your great challenge and our great interest. 

Considering the potentialities of industrial medicine, properly integrated 
into the business scene, one might say that an entire new world of under- 
standing of the human element in industry conceivably is within our grasp. 
It will be the job of the medical profession and medical education to move 
us closer to that new awareness. Like the ancient Roman diety, Janus, who 
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is familiar | know to the members of a profession that works daily with 
Latin, industrial medicine must be able to face simultaneously in two direc- 
tions. It must look toward new horizons of medical progress and at the same 
time understand and be in harmony with the aims of industrial manage- 
ment. 

Perhaps the key to what we seek together is contained in a statement by 
Goethe, the great author and philosopher of the 19th century. When ap- 
proached by a German youth, who sought his autograph, together with 
some profoynd advice which would outlast time itself, Goethe took up the 
young man’s album, paused momentarily and then wrote: “Let everyone 
sweep in front of his own door and the whole world will be clean...” 
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